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This study was undertaken to determine the frequency of congenital 
and acquired syphilis of the bones and joints encountered in the routine 
practice at the Hospital for Joint Diseases. Our findings met our 
expectations but were so striking when reduced to actual figures that 
we felt obliged to review the literature for the purpose of obtaining an 
explanatory background for the results. 


A STATISTICAL STUDY 

Our approach to this study consisted of a review of all hospital 
charts from Jan. 1, 1929 to Dec. 31, 1938 on which a diagnosis of 
syphilis had been made, regardless of the system involved. These charts 
were critically reviewed with respect to the history and the results of 
physical, roentgenographic and laboratory examinations, to discriminate 
between cases in which there were incidental skeletal lesions of 
nonsyphilitic origin and those in which there were skeletal lesions of 
syphilitic origin. Instances in which a definitely positive conclusion 
could not be reached were omitted from these statistics ; however, these 
were so few that their inclusion would not have made an appreciable 
difference in the results. Of all the patients with syphilis of the bones 
and joints, only 2 had not at one time or another been in the 
syphilis clinic of the outpatient department. In order to avoid duplica- 
tion, our calculations have been made on the basis of the outpatient 
department census. 

The total number of new cases observed in the outpatient depart- 
ment from January 1929 to December 1938 inclusive was somewhat 


This study was carried out with the cooperation of the Social Hygiene 
Committee of the New York Tuberculosis and Health Association. 
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over 183,000. In approximately 2,400 of these cases antisyphilitic treat- 
ment was given at our clinic. The 2,400 clinical charts were all exam- 
ined in as careful a manner and with the same purpose as were the 
hospital records. Of the 2,400 cases, there were orthopedic complaints 
in 1,056, or 44 per cent, in 119 of which there was skeletal syphilis, an 
incidence of 5 per cent for skeletal syphilitic lesions in the total number 
of cases in which antisyphilitic treatment was given in the outpatient 
department. This ratio must be considered in the light of the fact that 
the total number of new patients admitted to the orthopedic clinics of our 
outpatient department for the same period was approximately 89,000, 
or about 49 per cent of the total clinic population. In view of the high 
incidence of orthopedic conditions, 49 per cent, which would not be 
true of a general hospital or of the general syphilitic population, the 
incidence of skeletal syphilis among the syphilitic patients under treatment 
(5 per cent) is correspondingly high. The outstanding observation is 
that among 89,000 patients with orthopedic conditions there were only 119 
with skeletal syphilis subjected to antisyphilitic therapy at our hospital. 

The study of the 119 cases of congenital and acquired skeletal 
syphilis is limited to general statistical observations. More detailed 
studies of the various groups of cases will be deferred for future publica- 
tions. Of the 119 cases, as shown in table 1, in 25 the syphilis was 
congenital and in 94 it was acquired. 

We have subdivided the group of patients with congenital syphilis 
into three categories: those with early, late and adult congenital lesions, 
depending on the age periods. The early congenital group, up to 2 
years of age, consisted of 10 children with periostitis and epiphysitis, 
in most of whom these conditions were associated with pseudoparalysis. 
The late congenital group, from 2 to 15 years of age, consisted of 2 
children with osteoperiostitis, 9 with synovitis and 1 with an osseous 
gumma. The adult congenital group, beginning at 15 years of age, 
consisted of 2 patients with osseous gumma and 1 with periostitis. In 
the entire group with congenital syphilis there were 7 white and 9 
Negro males and 2 white and 7 colored females. Of the 25, 22 had 
positive Wassermann reactions of the blood and 3 had negative reactions. 
The only spinal fluid examined in this group showed a positive reaction 
for syphilis, although the Wassermann reaction of the blood was nega- 
tive. Of 9 patients with synovitis, in 6 the joint fluids presented a 
positive Wassermann reaction and in the other 3 the examination of 
joint fluids was not recorded. There was a positive Wassermann reac- 
tion of the blood in the mother or the father, or both, of 16 of these 
patients; in 1 instance only the mother’s blood was examined and was 
found to give a negative reaction, while in the remaining 8 cases the 
parental blood was not examined. 
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Among the patients with acquired skeletal syphilitic lesions, 46 had 
Charcot joints, 19 had periostitis, 13 had synovitis, 4 had gummas of 
the bone, 2 had gumma of the soft tissue, 5 had prepatellar bursitis and 
5 had ulcers. There were 31 white and 24 Negro males and 18 white 
and 21 Negro females. The Wassermann reaction of the blood was 
positive for 57 patients, negative for 27 and not reported for 10. The 
Wassermann reaction of the spinal fluid was positive for 9 patients, 
negative for 10 and not reported for the remainder. It is to be noted 
that the spinal fluid was examined only for patients with Charcot lesions 
and for 1 with an osseous gumma. The joint fluid was examined for 7 
patients with Charcot lesions, 5 of whom gave positive Wassermann 
reactions, and for 11 with synovitis, 10 of whom had positive Wasser- 
mann reactions. Of these 94 patients, 38 gave a history of syphilis; 
6 stated that they had not had syphilis, and for 50 the history was not 
recorded. 

REVIEW OF THE LITERATURE 


In an effort to correlate the striking but long-suspected infrequency 
of syphilitic lesions of the bones and joints, we have culled the follow- 
ing observations from the literature. 

Frequency of Syphilitic Lesions of the Bones and Joints in Con- 
genital Syphilis —McLean ' reported that in practically every instance 
of congenital syphilis all varieties of syphilitic lesions of the bones can 
be found roentgenographically during the first three months of life. He 
further made the important observation that by the sixth month of age 
these lesions tend to disappear either spontaneously or as a result of 
treatment. 

Similarly, Parmelee and Halpern? observed at the Cook County 
Hospital of Chicago a consecutive series of 67 syphilitic infants, 95 per 
cent of whom had positive roentgenographic evidence of syphilis. The 
osseous lesions were most frequently evident during the sixth to twelfth 
week period of life and became less frequent by the sixth month of life. 

Podalsky and Enzer * found that in a series of 13 syphilitic infants, 
6, or 46 per cent, had osseous syphilis. 

In a series of 237 syphilitic infants, Roberts * observed that 82, or 
30 per cent, presented syphilitic changes of the bones before the sixth 
month of age. 








1. McLean, S.: Osseous Lesions of Congenital Syphilis, Am. J. Dis. Child. 
41:1411 (June) 1931. 

2. Parmelee, A. H., and Halpern, L. J.: The Diagnosis of Congenital Syphilis, 
J. A. M. A. 105:563 (Aug. 24) 1935. 

3. Podalsky, H. B., and Enzer, N.: The Comparative Value of the Serologic 
and Roentgenologic Diagnosis of Congenital Syphilis, Radiology 20:337, 1933. 

4. Roberts, M. H.: Congenital Syphilis: A Study of Nine Hundred and 
Three Negro Infants, Am. J. Dis. Child. 45:461 (March) 1933. 
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From the Harriet Lane Home of Johns Hopkins Hospital, Smith ° 
reported on a group of 621 children up to 2 years of age with early 
congenital syphilis. Of this group, 116, or 18.7 per cent, presented 
osseous lesions which relapsed least frequently of all other syphilitic 
lesions and only in inadequately treated patients. In another group of 
370 children from 2 to 15 years of age with late congenital syphilis, 
only 6, or 1.6 per cent, were admitted for acute osseous lesions, chiefly 
periostitis of the tibia. All of these also responded satisfactorily to 
treatment. In a series of children with late congenital syphilis com- 
posed of this group and those previously reported, totaling 832, in only 
69, or 8.3 per cent, did lesions of the bone lead to admission for 
treatment. 

In a series of 1,010 instances of late congenital syphilis, Cole ® 
observed involvement of the bones and joints in only 7.2 per cent. The 
most common lesion was a diffuse osteitis, and the most common site 
was the tibia. Involvement of the joints assumed the form of chronic 
hydroarthrosis, usually spoken of as Clutton’s joints. 

White and Veeder’ reported that of 197 children with congenital 
syphilis under 2 years of age, 9 per cent suffered from osteochondritis. 
In another series of 246 patients with late congenital syphilis, 5.3 per 
cent had periostitis of the tibia, 5.3 per cent arthritis of the knee and 
1.6 per cent gumma of bone. 

Morgan and Cox®* noted that 33 per cent of their children with 
syphilis under 1 year of age had pseudoparalysis. Of 64 over 5 years 
of age, 4, or 6.2 per cent, showed osteoperiostitis. 

Further citations of reports which we have reviewed will merely 
increase in number the discrepancies noted and will therefore serve no 
purpose in this discussion. It is apparent, however, that the great dif- 
ferences in the reported frequency of syphilitic lesions of the bones and 
joints in congenital syphilis are due to several factors. First, many of 
these lesions may be overlooked unless roentgenograms are made during 
the sixth to twelfth week period of life. Since in speaking of early con- 
genital syphilis one includes infections in children up to 2 years of age, 
it becomes evident that if the patient comes under observation after 
the third month osseous syphilis may not be apparent. Secondly, if 


5. Smith, F. R.: Congenital Syphilis in Children, Am. J. Syph., Gonor. & 
Ven. Dis. 19:532, 1935; 20:45, 1936. 

6. Cole, H. N.: Congenital and Prenatal Syphilis, J. A. M. A. 109:580 
(Aug. 21) 1937. 

7. White, P. J., and Veeder, B.: A Study of Four Hundred and Forty-Three 
Cases of Hereditary Syphilis with Special Reference to the Results of Treatment, 
Am. J. Syph. 6:355, 1922. 

8. Morgan, C. G., and Cox, C. R.: Congenital Syphilis, Canad. M. A. J. 
13:171, 1923. 
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routine roentgenograms are not made of all children with congenital 
syphilis, many lesions of this kind, apparent only roentgenographically, 
may disappear and therefore be overlooked. 

That the aforementioned considerations are true is borne out by data 
on the frequency of late congenital syphilitic skeletal lesions. In this 
category there is close agreement on the part of the various reporters. 
Here, too, many lesions may be overlooked unless routine roentgeno- 
grams are made, for many of the lesions may be asymptomatic. It should 
also be noted as a counterbalance that roentgenographic evidence alone 
is insufficient to establish the diagnosis. Serologic tests, general physical 
examination and investigations of the mother are essential. 

In view of all of these factors and the lack of standardization of 
reports, the available data on the frequency of syphilitic involvement 
of the bones and joints in congenital syphilis are not apt to be suitable 
for comparative purposes. 

Frequency of Congenital Syphilis—We realize that even if it were 
possible to obtain suitable data on the frequency of syphilitic lesions 
of the bones and joints in congenital syphilis, it would still be necessary 
to determine the frequency of congenital syphilis in order to get any idea 
of the prevalence of the lesions under consideration. A review of the 
literature reveals such a confusion of data and variations in statistics 
that it seems impossible to reach any definite conclusions. Reports of 
incidence vary from 18 syphilitic babies out of 7,429 pregnancies, or 
0.24 per cent (reported by Murdock ® for the city of Rochester for the 
period of 1934 to 1937), and 0.6 per cent of 94,467 white babies and 
6.3 per cent of 7,694 Negro babies (reported by Duffield *° for the city 
of New York for 1939), to these figures of Cole:*® “Probably there 
is an incidence of from 15 to 20 per cent of prenatal (congenital) syphilis 
in various stations of society of the United States.” Here, too, the 
numerous factors such as race, color, locality, social and economic status 
and prenatal therapy play such an important part that comparative 
figures are not obtainable. 

Summary of Observations in the Literature on Congenital Syphilis. 
—In summarizing this portion of the review, we have gleaned the fol- 
lowing general impressions : 

1. The frequency of congenital syphilis in newborn children is 
apparently diminishing, as indicated by the more recent detailed reports. 


2. The high figures cited in the literature may refer to years long 
past or are apt to be estimates which are overemphasized. 








9. Murdock, C. G.: Congenital Syphilis: A Three-Year Survey in Syracuse, 
New York State J. Med. 37:1635, 1937. 

10. Thomas J. Duffield, Registrar of Records, New York City Department of 
Health, presented these figures at a Regional Conference on Social Hygiene. 








BUCHMAN-LIEBERMAN—SYPHILIS OF BONES AND JOINTS 7 


3. Lesions of the bones occur in a high proportion of syphilitic 
infants, especially in the sixth to twelfth week period of life. 

4. Lesions of the bones tend to clear up rapidly in children after 
3 months of age, especially under adequate therapy. 

5. Syphilitic lesions of the bones and joints are readily amenable 
to antisyphilitic therapy and rarely present orthopedic problems. 

6. In view of all this, it is not at all surprising that so few instances 
of congenital syphilis of the bones and joints are cbserved in orthopedic 
clinics, as indicated by Whitman,'' Lamb?” and our own observations 
at the Hospital for Joint Diseases. 

Frequency of Syphilis of the Bones and Joints in Acquired Syphilis. 
—The frequency of involvement of the bones and joints in acquired 
syphilis is even more uncertain than in congenital syphilis. Campbell ** 
aptly stated : 


Every known joint lesion, such as hypertrophic and atrophic arthritis, tubercu- 
losis, osteochondritis juvenilis, exostosis, etc., has been attributed to lues. It 
has been stated that over 50% of joints routinely diagnosed and treated for 
tuberculosis are in reality syphilitic and respond rapidly to antisyphilitic treatment. 
One writer dogmatically asserts that 10% of all chronic joint affections are syphi- 
litic; another, that there is no typical picture of joint syphilis. The Wassermann 
test is deemed unreliable in bone and joint syphilis, and is said to be only posi- 


tive in 50%. 


Spurs of the os calcis and nonunion of fractures '* have been attri- 
buted to syphilis. According to others,’® Paget’s disease is due to syph- 
ilis. Todd,'® in his Hunterian Lecture of 1925, stated a number of 
clinical aphorisms which leave the impression that syphilis is a common 
cause of all forms of arthritis in children as well as in adults, of chronic 
as well as acute forms and of monoarticular as well as polyarticular 
forms. 

In contradistinction to the overestimation of the frequency of lesions 
of the bones and joints in acquired syphilis that has been mentioned, 
there may be underestimates of the prevalence of this condition, because 
there are many types of quiescent osseous lesions which, unless acci- 
dentally discovered by roentgenograms, may be overlooked. 


11. Whitman, R.: Orthopedic Surgery, Philadelphia, Lea & Febiger, 1930, 
p. 281. 

12. Lamb, H. W.: Bone and Joint Syphilis, J. Maine M. A. 20:47, 1929. 

13. Campbell, W. C.: An Analysis of Bone and Joint Lesions of Known 
Syphilitic Origin, Radiology 5:122, 1925. 

14. Goodman, H.: Syphilis of the Bones: A Review, Am. J. Surg. 38:168, 
1924. 
15. Lannelongue and Fournier, cited by Léri, A.: Les affections des os et 
articulations, Paris, Masson & Cie, 1926, p. 204. 

16. Todd, A. H.: Syphilitic Arthritis, Brit. J. Surg. 14:260, 1926. 
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The literature at the beginning of this century shows a much greater 
frequency of lesions of the bones and joints than that indicated in the 
more recent writings. In addition, there are decided variations due to 
locality, economic status and race. 

Whitney and Baldwin,’’ in reporting observations at the University 
of California Hospital, found syphilitic lesions of the joints in 15.2 per 
cent of 524 patients with syphilis. Eighteen and seven-tenths per cent 
of all patients with infectious arthritis and 8.2 per cent of all those with 
toxic arthritis were syphilitic. Even in cases of arthritis deformans 
syphilis seemed to be a causative factor in a considerable number of 
instances. The spine was by far the commonest site of syphilitic involve- 
ment. In a series of 100 syphilitic patients only 26 presented a normal 
spine ; in 6 the condition of the spine was doubtful and in 64 there was 
more or less characteristic evidence of syphilis. The pathognomonic 
criteria of these authors were “localized stiffness of the spine in con- 
junction with hypotonicity of the uninvolved spine and the pelvic and 
hip joints,” notwithstanding the many of their patients had a negative 
Wassermann reaction and were not influenced by antisyphilitic treatment. 

In another publication Whitney ** stated that “over 20 per cent of 
our syphilis cases are found to have bone and joint lesions which we 
believed to be due to the spirochete.” This report was based on the his- 
tories of 7,885 patients, of whom 544, or 6.9 per cent, were syphilitic. 
Of the 544, 113, or 20.8 per cent, had syphilitic lesions of the bones and 
joints. Of a total of 652 orthopedic patients, 90, or 13.8 per cent, were 
syphilitic. Of 36 patients with osteomyelitis, 7 were positively and 8 
were doubtfully syphilitic. Of 33 patients with periostitis, 16 were 
positively and 9 were doubtfully syphilitic. Of 236 patients with infec- 
tious arthritis, 56 were positively and 31 were doubtfully syphilitic. Of 
169 patients with toxic arthritis, 12 were positively and 5 were doubt- 
fully syphilitic. 

In contrast to this picture of the frequency of syphilis of the bones 
and joints, New and Brittingham*® stated that of 8,000 patients con- 
secutively admitted to the syphilis division of the outpatient department 
of the University of Georgia Hospital, 61, or 0.76 per cent, presented a 
clinical picture of arthritis, no differentiation being made between arth- 
ralgia and arthritis. 

Speed *° reported 150 cases of syphilis of the bones and joints from 
the Campbell Clinic, an incidence of 0.5 per cent of the total admissions 








17. Whitney, J. L., and Baldwin, W. I.: Syphilis of the Spine, J. A. M. A. 
65:1989 (Dec. 4) 1915. 

18. Whitney, J. L.: A Statistical Study of Syphilis, J. A. M. A. 65:1986 
(Dec. 4) 1915. 

19. New, J. S., and Brittingham, J. W.: Arthritis in Syphilis, J. M. A. 
Georgia 27:435, 1938. 

20. Speed, J. S.: Bone Syphilis, South. M. J. 29:371, 1936. 
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to the clinic. He found no evidence to substantiate the belief that 
syphilis caused nonunion in fractures and cited 400 cases of nonunion in 
which the Wassermann reaction was positive in only 1 per cent while 
the incidence of a positive Wassermann reaction for all admissions was 
2 per cent. 

Kling 24 observed among 112 cases of acute and chronic arthritis 
with effusion that in 9, or 8.1 per cent, the condition was due to syphilis, 
and in over half of these the disease was congenital. 

Morrissey and Reynolds ** cited 38 cases of syphilitic bursopathy 
reported in the literature up to 1933. To these they added a case of their 
own. 

It therefore becomes apparent from this brief review of the literature 
that there is much confusion and contradiction as to the frequency of 
lesions of the bones and joints in acquired syphilis. The more modern 
diagnostic criteria eliminate many conditions which were once attributed 
to syphilis, as well as those incidental lesions of the bones and joints not 
of syphilitic origin but occurring in syphilitic persons. The general trend 
is definitely toward a less frequent diagnosis of syphilis of the bones and 
joints. 

Frequency of Syphilis in the Adult Population—A review of the 
literature with reference to this phase of the subject reveals an even 
more confusing picture than that noted in the review of the literature on 
the frequency of congenital syphilis. One notes well publicized esti- 
mates ** of the frequency of syphilis in the adult population which cannot 
be coordinated with the reports of various detailed studies.*4 Further- 
more, such variable factors as race, color, age, social and economic status, 
locality, availability of proper medical facilities and methods of study 
make the various statistics unsuitable for comparative purposes. 

In an effort to clarify the great number of figures cited by the various 


writers, we have presented them in concise form in table 2. It immedi- 


21. Kling, D. H.: Syphilitic Arthritis with Effusion, Am. J. M. Sc. 183:538, 
1932. 

22. Morrissey, M. J., and Reynolds, H. S.: Syphilitic Bursopathy, J. A. M. A. 
100:1229 (April 22) 1933. 

23. (a) Parran, T.: Syphilis Versus Health, West Virginia M. J. 33:347, 
1937. (b) Bartelson, F, D.: America’s Menace, J. Florida M. A. 24:42, 1937. 
(c) Vonderlehr, R. A.: The Relationship of the Venereal Disease Controi Work 
of the United States Public Health Service to the Physician in Private Practice, 
Am. J. Syph., Gonor. & Ven. Dis. 21:32, 1937. 

24. (a) Goldberg, J. A.: Statistics Relating to Syphilis and Gonorrhea, in 
Long, W. B., and Goldberg, J. A.: Social Hygiene, Philadelphia, Lea & Febiger, 
1938, pp. 304-309. (b) Report on Health of Army, Government Services, J. A. 
M. A. 114:1469 (April 12) 1940. (c) Hansmann, G. H.: Syphilis with Special 
Reference to the Incidence in Relationship to Age Groups and Status of Therapy 
at the Date of Infection, ibid. 112:1796 (May 6) 1939. (d) Footnote 10. (¢) Cone, 
S. M.: Syphilis of Bone, J. Bone & Joint Surg. 12:600, 1930. 
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ately becomes apparent that items 1 to 20 inclusive refer to the incidence 
of syphilis in persons regardless of whether or not they were under 
observation and treatment, while items 21 to 29 inclusive refer to the 
incidence of syphilis only in persons who were under observation or 


treatment. This differentiation should account for the great discrepancies 


TABLE 2.—The Percentage Rates of Syphilis in the General Population and in 
Special Groups 


Percentage Rate 


Items Author of Syphilis Comment 
1 PATTER 98, oc cccecesice 10.0 Of the entire adult population of the United States, 
10 per cent has, has had or will acquire the disease 
2 Goldberg ***........ 7.0 The entire population over 40 years of age remains 
a potential syphilitic problem 
3 Hansmann **°.. 12.0 60 year age group 
i Vonderlehr 24°... 19.5 Southern rural Negroes, the rate varying (7.1 to 35.0) 


in communities with good medical care and in com 
munities with inadequate care 





5 oe 14.04 Autopsy material; ages not stated 

6 Goldberg #44... 6.2 5,600 Tennessee food handlers 

7 Goldberg *44,. 4 16.0 1,208 Negro employees of the West Virginia Coal 
Company 

8 Goldberg **4,. 5.1 2,372 native white persons of the same district 

9 Goldberg 7*4.. 6.4 778 foreign white persons of the same district 

10 Goldberg 2*4.. $2 626,000 employees of E. I. Du Pont De Nemours 

li Goldberg **4.. 10.0 3C0 food handlers in 1932 

12 Goldberg **4.. 26.0 6'5 Negroes 

13 Goldberg 74*.. 3.5 3,447 employees in New Yorrk state industrial estab 
lishments 

14 Goldberg 7"... 1.0 Milk handlers in San Francisco 

15 Goldberg .*'*. 3.7 Milk handlers in Seattle 

16 Goldberg 74... 23.5 2,360 inmates of New York city penitentiary; 12 per 
cent of the white and 59 per cent of the Negro 
inmates had syphilis 

17 Duffield 1°..... 1.6 Results of premarital tests of 141,148 white and col 
ored persons in the city of New York 

18 Hansmann *' 1.3 35 year age group 

19 oS ae 8.0 White soldiers 

20 Cole ¢..... 22.6 Negro soldiers 

21 Goldberg “**.. 6.91 United States Army 1934; total number under obser 
vation or treatment 

2 Goldberg ***.. 0.78 United States Army 1935; total number under obser 
vation or treatment 

; Goldberg ***.. 0.82 United States Army 1935; white persons under obser- 
vation or treatment 

24 Goldberg 244... 1.68 United States Army 1935; Negroes under observation 
or treatment 

25 Army Report °'" 0.78 United States Army 1938; total number under obser 
vation or treatment 

26 Goldberg 7**.. 1.4 United States Navy 1935; 1,607 persons under obser 
vation or treatment, 3.16 per cent less than in 1954 

27 Goldberg 44... 0.95 United States Navy 1936; average rate in those under 
observation or treatment 

28 Goldberg 7**.. 148 United States Navy 1929-1983; average rate in those 
under observation or treatment 

29 Goldberg 2**,, 0.43 Under observation or treatment in various represen- 


tative communities totalling 29,000,000 population 


in the percentages. If one compares Goldberg's citation (item 29), that 
the observations gathered from 39,000 medical sources, charged with the 
health of approximately 29,000,000 of the population of geographically 
and socially representative sections of the United States, showed that 
0.43 per cent had syphilis and were under observation or treatment, and 


Parran’s report (item 1), that 10 per cent of the entire adult population 
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in the United States has, has had or will acquire syphilis, it would appear 
that only 1 of 20 persons with syphilis is under observation or treatment 
or that of the remaining 19 a large proportion will become syphilitic in 
the future. Since syphilis is acquired mainly between the ages of 16 
and 30 *** and since these figures refer to adults, the last proposition 
is hardly tenable. Furthermore, since it is hardly likely that a large 
proportion of the remaining 19 have been cured, one is left with the only 
alternative, that an extremely small proportion comes to observation and 
treatment. This also appears to be unlikely. 

A comparison of the figures cited by Cole (items 19 and 20) and the 
army and navy reports cited by Goldberg (items 21 to 28 inclusive ) 
shows a discrepancy which would not be likely to occur in such highly 
disciplined organizations. Hansmann’s findings (item 18) for the 35 
year age group, Duffield’s report (item 17) of the results of premarital 
tests and Goldberg’s citations for the industrial groups with the exception 
of some small select groups all point to a much lower rate than 10 per 
cent. 

Summary of Observations in the Literature on Acquired Syphilis — 
To summarize the review of the literature on the general prevalence of 
acquired syphilis and the frequency of lesions of the bones and joints due 
to acquired syphilis, we present the following impressions: 

1. The high rates of frequency of acquired syphilis can refer only 
to small selected groups, such as penitentiary inmates, groups of 
Negroes living in certain localities where medical facilities are woefully 
inadequate or groups of older persons who have acquired their syphilis 
“before the advent of the discovery of the spirochete, the development 
of important arsenic and bismuth preparations, and the knowledge of 
the serologic tests.” 7*¢ 

2. The more recent reports of the results of premarital tests and on 
persons of child-bearing age indicate, with the exception of certain select 
groups, a much lower incidence of acquired syphilis. 

3. The high incidence of lesions of the bones and joints due to 
acquired syphilis noted in the literature refers to the older age groups, in 
which Charcot joints are the predominant lesions ; to the years past, when 
the diagnostic acumen with reference to lesions of the bones and joints 
Was not as sharp as it is at present, and to the days when any unknown 
lesion of a bone or joint was attributed to syphilis. 

4. Many syphilitic lesions of the bones and joints are apt to be over- 
looked unless routine Wassermann tests and roentgenographic studies 
are made, for many of these lesions are asymptomatic. 

5. The mere presence of lesions of the bones and joints in a syphilitic 
person does not necessarily indicate that these lesions are syphilitic in 


origin. 
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6. Lesions of the bones and joints due to acquired syphilis present 
orthopedic problems infrequently and then mainly in the tertiary phase, 
rarely in the secondary stage. 

7. In view of all of these observations, it is not at all surprising that 
so few lesions of the bones and joints due to acquired syphilis have been 
observed and treated in an orthopedic institution such as the Hospital 
for Joint Diseases. 

SUMMARY 

In a statistical study covering a ten year period ending Dec. 31, 1938 
of all known syphilitic persons admitted to the inpatient department of 
the Hospital for Joint Diseases and all patients with syphilis registered 
in the syphilitic clinic, lesions of the bones and joints due to congenital 
and acquired syphilis were found in 119 persons. 

These 119 persons represent all of the known and treated patients 
of a total of 89,000 orthopedic patients admitted to the outpatient depart- 
ment during this ten year period. 

A brief review of the literature on the frequency of congenital and 
acquired syphilis of the bones and joints and on the prevalence of 
congenital and acquired syphilis gives us reason to believe that the 
astounding dearth of cases is due to the relatively low frequency of 
syphilitic lesions of the bones and joints of orthopedic importance in 


persons with congenital and acquired syphilis. 
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There is scant information in medical literature regarding nail lac- 
quers and the nature of their components.* 

Reported cases of dermatitis from nail lacquers are few. Green- 
baum * reported the case of a 19 year old girl with a keratinized plaque 
on the under surface of the tongue. This was attributed to nail enamel, 
as she had the habit of scraping off the polish with her teeth. Sulz- 
berger * reported the first case of dermatitis due to hypersensitivity to 
nail lacquer. The dermatitis appeared first on the face and eyelids and 
later involved the periungual areas. Contact tests with nail lacquer 
elicited positive reactions. A recurrence followed resumption of use 
of the preparation. At the second annual meeting of the American 
Academy of Dermatology and Syphilology, Sulzberger presented a 
case of dermatitis due to nail lacquer; the reaction to contact tests 
were positive. Silver and Chiego ' reported in detail the chemical com- 
position of nail lacquers; in 5,084 patch tests with nail lacquers and 
their ingredients (eighty ingredients, such as solvents, dyes, transparent 
nail lacquers, plasticizers and perfume) performed on 62 persons these 
authors failed to show sensitivity. Wolcott * stated that the prepara- 
tions for the nails are apparently the least harmful of all cosmetics. 
















Subsequently, Sulzberger ® and Feiler ® each reported 1 case and 
Hollander * 3 cases of dermatitis from nail lacquer. Ellis and Kirby- 





1. (a) Nail Polishes and Lacquers, Queries and Minor Notes, J. A. M. A. 
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Tulipan, L.: Occupational Diseases of the Skin, Philadelphia, Lea & Febiger, 
1939, pp. 238 and 356. (d) Silver, H., and Chiego, B.: Nail and Nail Changes: 
I. Investigation of Nail Lacquers and Their Components, J. Invest. Dermat. 2:361 
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Smith * reported 5 cases and the first attempt to ascertain the sensitizing 
ingredient in the nail lacquer. 

Since I have been observing dermatitis due to nail lacquer for more 
than a year and have been making contact tests with some chemical 
constituents of nail lacquers in an attempt to determine a common 
basic sensitizer, I present the following cases. 


REPORT OF CASES 


Case 1.—Miss N. H., a student aged 18, white, was seen on Sept. 23, 1939, 
complaining of an eruption on her face and neck. The eruption had begun 
eighteen days previously, when her eyelids suddenly became red and scaly. She 
had discontinued use of a newly acquired “makeup,” and the eyelids had become 
well in three or four days. The second attack, for which she consulted me, 
appeared on the neck seven days previously and on the eyelids three or four days 
previously. Seventy-five roentgens of roentgen rays was given to the neck and 
face. She was advised to discontinue using certain cosmetics and to use cold cream 
locally. 

There was no family or personal history of allergy, and there had been no 
previous disease of the skin. 

Nine days after her initial visit her skin was well except for slight redness 
and scaling on the left upper lid. She agreed to submit to contact tests, but three 
months lapsed before her next visit. At this time there was a recurrence of the 
eruption, and contact tests with her cosmetics were made. 

A test with her nail lacquer (brand A) elicited a 2 plus reaction. 

Nine days after the use of her nail lacquer was discontinued her eyelids and 
neck were entirely well. In the past year nail enamel has not been used, and she 
has been free of trouble except on one occasion when the application to the nails 
of a colorless nail lacquer was followed by recurrence of the eruption within 
twenty-four hours. 

Case 2.—Mrs. G. A. K., a housewife aged 49, white, was first seen on Dec. 29, 
1939, complaining of an eruption on the neck and arms. The eruption was of 
several weeks’ duration, first appearing on the neck, spreading locally and then 
appearing on the cubital fossae. 

She stated that in the past she had had several severe attacks of dermatitis 
from mercury. There was no family or personal history of allergy. 

The patient presented a dermatitis on the neck of a V shape and a dermatitis 
of both cubital fossae; there were small red papules, mostly confluent, with 
thickening and scaling. 

Contact tests with cosmetics, dresses and simple chemicals revealed a 3 plus 
reaction to mercurial preparations and a 2 plus reaction to paraphenylenediamine. 

In spite of the absence of axillary involvement, the dermatitis of V-shaped 


distribution on the neck, the dermatitis in the cubital fossae, the history of newly 


7. Hollander, L.: Nail Lacquer Dermatitis, J. A. M. A. 115:1714 (Nov. 16) 
1940. 
8. Ellis, F. A., and Kirby-Smith, H.: Contact Dermatitis Due to Nail Polish, 
J. A. M. A. 116:45 (Jan. 4) 1941. 
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acquired black dresses and the positive reaction to paraphenylenediamine led me 
to suspect a dermatitis due to a dress dye. She was instructed to discontinue 
wearing the newly acquired black dresses and to report at intervals. During the 
next month there were periods of exacerbation and complete remission, after 
which time she was confined to her home for two weeks. At the end of this 
two week interval her skin was entirely well. After a visit to the beauty parlor 
for a shampoo, wave and manicure she had a bad recurrence on the exposed 
portion of the neck and involvement of the eyelids for the first time. 

Contact tests with the shampoo, waveset fluid and nail lacquer (brand A) used 
at the beauty parlor showed a 2 plus reaction to the nail lacquer. Subsequent 
tests with four different brands of nail lacquer and four different shades of one 
brand (including the colorless or transparent lacquers of the two brands) all 
elicited 2 plus reactions. 

She reported five months later that her skin had remained free of any eruption, 
that she had used nail lacquer on two occasions for only two or three hours at a 
time and that pruritus had resulted on each occasion but without evident eruption. 














Fig. 1 (case 3).—Positive reactions to contact tests with nail lacquers (photo- 
graph ninety-six hours after application and forty-eight hours after removal of 
tests). 


Cask 3.—Miss M. T., a student aged 15, white, was first seen on Jan. 2, 1940, 
complaining of an eruption on the face and eyelids. The condition had begun two 
or three months previously, first appearing on the chin. There had been exacerba- 
tions and remissions. 

Nail lacquer had been used for two or three years, and her present brands had 
been used for over one year. 

There was no family or personal history of allergy; there had been no previous 
disease of the skin. 

The eruption was on the eyelids, the sides of the face and the neck. The 
involved areas were dull red, thickened and scaly. 

Contact tests with her cosmetics revealed a 2 plus reaction to two brands of 
nail lacquer (brands B and C). 

Sixteen days after she stopped wearing nail lacquer, the neck and face were 
entirely well; the eyelids showed slight residual redness and scaling. Subsequent 
tests with nine other brands of nail enamel, including three colorless lacquers, 
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all elicited 2 plus positive reactions. Six months later she reported that she had 
not used any nail enamel and that she had been entirely free of eruption. At 
my request, a nail lacquer (brand B) was applied to the nails; she was seen 
twenty-four hours later with a recurrence on the face and neck. 

Case 4.—Miss G. H., a stenographer aged 22, white, was seen on Jan. 5, 1940, 
complaining of an eruption on the eyelids and neck. The irritation of the eyelids 
was of one year’s duration; that on the neck, of one week’s duration. The patient 
stated that two years previously she had had a vesicular eruption on the lips from 
a certain brand of lipstick. She was subject to poison ivy dermatitis. There 
was no family or personal history of allergy. 

The eyelids were dull red, thickened and scaly. On each side of the neck 
was an irregularly shaped plaque, red, thickened and scaly. 

The results of contact tests were a 2 plus reaction to the lipstick which had 
caused the eruption two years previously and a 2 plus reaction to her nail lacquer 
(brand D). Later tests with twelve different brands of nail enamel (three color- 

















Fig. 2 (case 4).—Positive reactions to contact tests with nail lacquers (photo- 
graph ninety-six hours after application and forty-eight hours after removal of 


tests). 


less or transparent lacquers and seven different shades of one brand) all elicited 
2 plus reactions. All test sites showed redness, thickening and scaling six days 
atter removal of the enamel. 

Three weeks after use of the preparation was discontinued her skin was well. 
The eruption reappeared thirty-six hours after resumption of use of her usual nail 
lacquer. 

Case 5.—Mrs. E. R., aged 25, a comptometer operator, was seen on June 20, 
1940, complaining of an eruption on the face and the neck. The eruption had 
begun three months previously, when the eyelids became red, itchy and scaly; it 
had appeared on the neck one month previously. There had been periods of 
exacerbation and incomplete remission. She had noticed that the last two exacerba- 
tions followed a shampoo. 

The patient had seasonal hay fever; she had not had asthma, hives or previous 


disease of the skin. 








PALMER—DERMATITIS FROM NAIL LACQUER 17 


The eyelids and exposed portion of the neck were red, swollen, thickened and 
scaly. 

Contact tests with cosmetics and simple chemicals revealed a 2 plus reaction to 
two brands of nail lacquer (D and E) and to a hair oil. She had used brand D 
lacquer for several years and brand E for six months. The hair oil was a 
prescribed compound which she applied just before shampooing her hair; she had 
used this preparation for one year. 

She was instructed to stop using the hair oil and all nail enamel. 

At the end of five weeks she was well except for slight residual redness and 
scaling on the front of the neck. The application of a colorless nail lacquer 
(brand D) to the nails for two hours resulted in itching of the eyelids and neck, 
and within twenty-four hours these parts again showed redness and scaling. Three 
months later the application of the hair oil was followed by an exacerbation. 

The hair oil was found to contain salicylic acid, peach kernel oil and oil of 
Pinus sylvestris. Contact tests with these gave a 2 plus reaction to oil of Pinus 
sylvestris. 

Case 6.—Mrs. W. R. M., a housewife aged 26, white, was seen on July 15, 1940, 
complaining of an eruption on the right side of the chin of two weeks’ duration. She 
had begun using a different nail lacquer some six weeks previously. 

There was no family or personal history of allergy; there had been no previous 
eruption. 

On the right side of the chin was a red scaling plaque, 2 cm. in diameter, and 
there were slight redness and scaling on the right side of the neck. 

Contact tests with her cosmetics revealed a 2 plus reaction to three braids of nail 
enamel (A, B and I). 

Two weeks after use of the nail enamel was discontinued the chin and neck 
were entirely well. She was seen three and one-half months later with a recurrence 
on the right side of the chin and on the right side of the neck, which had appeared 
within twenty-four hours after applying nail lacquer (brand B) to the nails and 
within forty-eight hours before a visit to my office. The nail lacquer was removed 
immediately, and when seen ten days later she was entirely well. 

Case 7.—Miss G. K., aged 29, white, a telephone operator, was first seen on 
Oct. 10, 1940, complaining of an “irritation on the neck” of four days’ duration. 
Itching was described as intense. One brand of nail lacquer (A) had been used 
for five years and another (F) for two years; they were then used alternately for 
two years and were applied by herself. 

There was no family or personal history of allergy; there had been no previous 
eruption. 

On the front and sides of the neck and on the sides ot the lower part of the face 
were variously sized plaques showing redness and scaling. 

Contact tests with the nail lacquers she had used (A and F) and with three 
other brands (two transparent or clear lacquers included) revealed 2 and 3 plus 
reactions to all brands and all shades. Sixteen days after removal of the enamel 
the test sites still showed redness and scaling. 

Nineteen days after the use of all nail enamel was discontinued the neck was 
entirely well. One month later, some nail enamel (brand B) which she had not 
used before and with which she had not been tested was worn for three weeks, at 
the end of which time a sensitivity to this brand developed and there was a 


recurrence of her eruption. 
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Case 8.—Miss L. U., aged 30, white, a stenographer, was first seen on Oct. 22, 
1940, complaining of itching, redness and swelling of the eyelids. The condition was 
of ten weeks’ duration. There had been exacerbations and remissions; she had 
noted that the exacerbations occurred on Sunday or Monday and the remissions 
occurred toward the latter part of the week. The itching was described as 
“intense.” She had also noted a small red patch at the right angle of the mouth, 
the course of which seemed to parallel the condition of the eyelids. She had 
consulted three physicians, without obtaining relief. About five months previously 
she had begun to use a different nail lacquer (brand G). This was applied to her 
nails on week ends by herself. On one occasion she applied this nail lacquer on a 
Wednesday night, and the next morning the condition of her eyelids was rather 
severe. This led her to suspect the nail lacquer; so two weeks prior to consulting 
me she discontinued using brand G and substituted a colorless or transparent 
lacquer (brand A). 

There was no family or personal history of allergy; there had been no previous 
eruption. 

Both upper eyelids showed some swelling, slight thickening, redness and scal- 
ings. On the chin, just below the right angle of the mouth, was a plaque 3 cm. 
across, which was red and scaly. 

Contact tests with the two brands and with three other brands (including 
colored and colorless lacquer) revealed 2 plus reactions to all shades and all brands. 

The eyelids were almost well eleven days after the use of all nail lacquers was 
discontinued. One month later a recurrence on the chin and eyelids followed the 
application of brand A nail lacquer to the nails for only six hours. 

CASE 9.—Miss V. S., aged 24, white, a school teacher, was first seen on Oct. 25, 
1940, complaining of an irritation on her chin, The irritation first appeared in 
March 1939. After local treatment by general practitioners had failed to give relief, 
she had consulted a dermatologist. A diagnosis of seborrheic dermatitis was made, 
and she was given three roentgen ray treatments, the last one in May 1940. She 
was due for another treatment, but the eruption disappeared and she had been 
entirely well until two weeks previously, when irritation appeared at the same 
location. One week previously the left eyelid had become swollen, red and scaly. 
She had used one kind of nail enamel (brand A) for eighteen months and another 
(H) for ten months. In May 1940 she had noticed itching about the finger nails 
and some relation between this and the application of nail lacquer; so she had 
discontinued the use of nail lacquer from May until October. She had had nail 
lacquer on for only three days out of two weeks prior to her initial visit to my 
office. She had not connected the irritation about the finger nails with that on 
the chin. She had noticed the same kind of itching about the finger nails for the 
previous two weeks. 

There was no family or personal history of allergy; there had been no previous 
eruption. 

On the right side of the chin was an irregular rounded plaque, 3 cm. across, 
which was red and slightly scaly. The left upper eyelid was red, slightly thickened 
and scaly. All periungual areas, for a distance of 5 mm. from the nail, showed 
redness and a fine papular eruption. 

Contact tests with the two brands of nail lacquer (both colored and trans- 


parent) elicited 2 plus reactions. 
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After she discontinued using nail lacquer, the eyelids were well in three days, 
the chin in ten days and the periungual areas in three weeks. One month later 
nail enamel (brand H) was applied. Two days later there was a mild recur- 
rence on the chin, and the chin and the left eyelid were itching; four days later 






the periungual areas were itching. 







CLINICAL SUMMARY 











Past History.—Of the 9 patients, only 1 had a personal history of 
allergy (seasonal hay fever) ; 2 had a history of previous contact derma- 
titis, one from mercury and the other from lipstick, and these patients 
gave positive reactions to contact tests with the stated offending agents. 








Present History.—In 1 case the condition was of eighteen months’ 
duration; in another, of only four days’ duration. The initial involve- 
ment was reported on the eyelids in 4 cases and on the lower part of 
the face (below the mouth) and neck in 5 cases. While not stressed 






in case reports, pruritus was usually intense and often out of propor- 





tion to visible involvement ; however, in a few cases, pruritus was mild. 





When the use of nail lacquer was resumed pruritus was first noticeable, 





and even though the lacquer was removed at the beginning of the 





pruritus, visible clinical symptoms followed. 






Clinical Manifestations—In 7 of the 9 cases there was subsequent 
involvement of the eyelids. In 2 cases, involvement was limited to the 


lower part of the face and to the neck. In 1 case there was invoive- 





ment of the periungual areas and in another involvement of a V-shaped 





area on the neck and of the cubital fossae, which first led me to suspect 





dress dye dermatitis. 
The dermatitis in all cases was of low grade: redness, thickening 





and scaling but never vesiculation, exudation or crusting. 





Follow-up Studies —Of the 9 patients, 8 have been seen with a 
clinical recurrence following resumption of the use of nail lacquer, in 





7 instances at my request. One patient, while not observed during 





recurrence, reported that the same condition had recurred. 





Contact Tests—All 9 patients have shown positive reactions to 
contact tests with the offending agent, but not greater than a 2 or 3 
plus reaction. In all contact tests the material was applied for forty- 
eight hours and the reaction read in forty-eight and seventy-two hours 
(also at later intervals in some cases). One patient (case 3) showed 
redness and scaling at the test sites six days after removal, and another 
(case 7), sixteen days after removal. Control tests with nail lacquers 







on myself and on 2 voluntary controls gave negative results. 





One patient (case 4) showed positive reactions (2 plus) to tests 
with twelve different brands of nail lacquer, three colorless (or 
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transparent) lacquers and seven different shades of one brand. Another 
(case 3) showed reactions (2 plus) to tests with eleven different brands 
of nail lacquer, including three colorless (or transparent) lacquers. 


FURTHER STUDY 

An attempt to secure the cooperation of a large manufacturer of 
nail lacquers resulted in failure and the assurance that their product 
was above reproach. 

In brief, nail lacquers consist of (1) a body, (2) a plasticizer, (3) 
a solvent and (4) a pigment or dye. 

1. The body consists of nitrocellulose of varying viscosity and a 
resin. The resins used vary widely in composition, from simple ester 
gums to complex condensation products of resin acids with various 
chemical groups. 

2. The plasticizer may be castor oil, camphor, dibutyl tartrate, 
dibutyl phthalate, dibutyl acetylricinoleate or some other material with 
a high boiling point. 

3. The solvent may be alcohol, an ester, a ketone, a hydrocarbon 
or an ether. Of the ethers, the newer glycol ethers, such as carbitol, 
cellosolve and methyl cellosolve, are more generally employed. 

4. Of the 9 patients, 6 had positive reactions to contact tests with 
one or more colorless or transparent lacquers; 2 patients had recur- 
rence resulting from an attempt to use transparent lacquer, and 1 has 
not tried or been tested with colorless lacquer. These results seemed 
to rule out the dyes and pigments as antigenic agents. 

In an attempt to ascertain what ingredient in nail lacquer was 
responsible for the sensitivity, 2 patients (cases 3 and 4) were tested 
with the following substances: (1) castor oil, (2) oil of camphor, 
(3) methyl alcohol, (4) ethyl alcohol, (5) ethyl acetate, (6) amyl 
alcohol, (7) amyl acetate, (8) butyl alcohol, (9) dibutyl tartrate, (11) 
toluene, (12) ethylene dichloride and (13) acetone. All tests gave 
negative results. 

One patient (case 7) was tested with the following substances: 
(1) acetic acid, (2) glycerin, (3) phenol, (4) solution of formaldehyde, 
(5) cresol, (6) nail cream (brand A), (7) nail enamel solvent (brand 
A), (8) ether, (9) tricresyl phosphate (10) carbitol, (11) triphenyl- 
phosphate, (12) vinyl acetate, (13) cellosolve, (14) benzoin, (15) cello- 
solve acetate, (16) dibutyl acetylricinoleate, (17) isopropanol, (18) 
dammar resin, (19) methyl cellosolve, 20) carnauba wax, (21) adhesive, 
(22) turpentine, (23) methenamine, (24) ethyl cellulose, (25) naphtha, 
(26) methyl cellulose, (27) xylene, (28) benzene and (29) ammoniated 
mercury. There were 2 and 3 plus reactions to solution of formalde- 
hyde, cresol, carbitol, turpentine, methenamine and ethyl cellulose. 
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The reactions made me suspect the newer synthetic resins or glycol 
ethers as contact irritants; so 4 patients (cases 3, 5, 8 and 9) were 





tested, with the following results: 
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ee” ee ae eee et errr ere Band C D and E GandA A and H 
SRE NE ee Cee 0 0 2 plus 0 
WAGER PICSTIOBOITG sa. 55 5.00.0 ccc catscccesencce 0 0 0 0 
CO avid ve slow haw KOs whee Feces cvenes 0 0 0 0 
Nail enamel solvent (brand A)............ 0 0 2 plus 0 
Ce COR io 556. 0 kc bons G40 vesekerebs 0 0 Not done 0 
CNM iret sa Fenpics Cex akeratecdvorsaweKnayos 0 0 0 0 
es te oi cat ried cotainonaedabieue ues 0 0 0 0 
Solution of formaldehyde................. Not done 0 2 plus Not done 


Contact tests with cosmetics and simple chemicals were made with 
the concentrations recommended by Rostenberg and Sulzberger ® or 





by Schwartz ;'° with substances not listed by these authors and with 





all substances producing positive reactions, control tests were made on 





myself and two voluntary controls. | . 
These results were inconclusive except that 8 of the 9 patients 








reacted to the colorless lacquer. 






COM MENT 







The experience of Ellis and Kirby-Smith* suggests that the more 
important factors are the clear lacquer and the dyes. While the dye 





or pigment may sensitize, | do not believe it to be a common sensitizer 





in nail lacquer. Only 2 of 5 patients reacted to glycol ether solvents 





and none of 3 reacted to plasticizers. While any ingredient of nail 





lacquer may act as a sensitizer, my experience suggests that the body 





and probably the synthetic resins '* might be more likely factors in 





sensitization. 
Ellis and Kirby-Smith * stated that a patient sensitized to one brand 





of nail polish at times may use with impunity another brand of polish 





or the same brand containing a different dye. My experience is exactly 





the opposite. 
In the cases reported in the literature, involvement of the eyelids, 






neck and face are the most common. Involvement of the periungual 





areas has been reported in 3 cases and involvement of the cubital fossae 
reported dermatitis on the legs 
‘runs”’ 





& 





in 2 cases. Ellis and Kirby-Smith 
corresponding to the areas where nail lacquer had been applied to 





‘ 





in hose. 
In the cases reported in the literature, contact tests have elicited 





positive reactions except in the report by Hollander.’ 





At irregular intervals the patient may have a manicure at a beauty 





shop with one brand of nail lacquer and may apply one or several 








9. Rostenberg, A., and Sulzberger, M. B.: <A List of Substances for Patch 
Testing and the Concentrations to Be Employed, J. Invest. Dermat. 2:93 (June) 
1939, 
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different brands at home. This fact makes it difficult to associate 
attacks or exacerbations with the true etiologic agent in spite of a 
careful history of contact irritants. When performing tests with cos- 
metics, nail lacquers (both those applied in the beauty shop and those 
used at home) should be included. 

Every dermatologist has seen children, 5 years of age or older, with 
lacquer on their finger nails and many women with lacquer on their 
toe nails. In the past year I have been looking for nail lacquer derma- 
titis in children, in women on the lower extremities and in men from 
colorless lacquers used on their nails or from contact with the nail 
lacquers used by the women. As yet, | have observed no cases of this 
kind but I concede the possibility of such involvement. 


SUMMARY 
Nine cases of dermatitis due_to hypersensitivity to nail lacquers are 
reported. 
Contact dermatitis from nail lacquer is probably more common than 
the number of reported cases indicates. 


1016 Sharp Building. 
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REPORT OF A _ CASE 








JOSEPH C. BULFAMONTE, M.D. 


PA, 





SHAMOKIN, 


The transmission of syphilis by blood transfusion is extremely rare. 
In 1935 Jones, Rathmell and Wagner ' reviewed 21 cases of blood trans- 
fusion syphilis and added 4 of their own. Eichenlaub and Stolar,’ in a 
more recent survey, reported a total of 41 cases, discussed this clinical 
accident at length and suggested a method for sterilization of blood from 
syphilitic donors. 

In considering proof of transfusion syphilis the following criteria 
should be met: First, the recipient should have a negative Wassermann 
reaction before transfusion and a positive serologic reaction after trans- 
fusion, with or without a rash or other evidences of syphilis. Second, 
the donor before transfusion should be a syphilitic person with or without 
a positive Wassermann reaction or other signs of syphilis as detected 
by the physical examination or history. 

One cannot approach this problem without appreciating the danger 
of blood transfusion. In many large hospitals blood transfusions have 
hecome as common as intravenous infusions of saline solution or dextrose 
solution. When a patient shows signs of lowered resistance or inade- 
quate immunologic defense, aside from the anemias, a transfusion is 
ordered, and rightfully. With this request the laboratory technician 
types some prospective donors and selects according to certain standards 
those whose blood is compatible. The donor is seldom asked about his 
state of health or examined. Instead, he is placed on a stretcher and 
prepared for venesection. [specially is this true in a busy service, where 
a blood transfusion is just another minor procedure. One little realizes 
the major aspects of such a minor procedure until one encounters the 
sad clinical experience of transfusion syphilis that perhaps could have 


been avoided, 





REPORT CASE 





OF 





white, was referred to the Shamokin Hospital on April 


Miss H. M.., aged 25, 
13, 1940. She had been ill for two and one-half weeks with headache, general 


rom the Shamokin Hospital. 

1. Jones, H. W.; Rathmell, T. K., and Wagner, C.: The Transmission of 
Syphilis by Blood Transfusion, Am. J. Syph. & Neurol. 19:30 (Jan.) 1935. 

2. Eichenlaub, F. J., and Stolar, R.: Syphilis Acquired from Transfusion 
and Its Control, Pennsylvania M. J. 42:1437 (Sept.) 1939. 
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ized aches, fever and the accompanying signs of dehydration. On admission she 
complained of chills and a burning sensation in the epigastrium. Examination 
revealed a poorly nourished woman, extremely dehydrated, with rapid pulse, 
moderate abdominal distention and tenderness in the epigastrium which extended 
to the left upper quadrant. No masses were palpable. The temperature was 
103.4 F., the pulse rate 126 and the respiratory rate 26. A blood count showed 
5,500 leukocytes, with 70 per cent polymorphonuclear leukocytes and 30 per cent 
small lymphocytes. The sedimentation rate of the blood was 26 mm. in one 
hour (Wintrobe). Examination of the urine showed no abnormalities except a 
few granular casts and an occasional leukocyte. The Kahn reaction was nega- 
tive. The Widal reaction was positive in a titer of 1 to 2,560. Examination 
of the feces showed Bacillus typhosus. The patient was given a transfusion ot 
400 cc. of blood by the citrate method. Gradually the fever subsided, and she 
was discharged apparently recovered forty-two days after admission. Six weeks 
later a generalized maculopapular rash developed. The Wassermann reaction at 
this time proved to be strongly positive. At the time of writing she is being 
treated for syphilis by her family physician. 


COMMENT 

The developments in this case follow in story book fashion. ‘The 
donor, her brother, was called and interrogated at length. He stated 
that one week after intercourse he noticed a little sore on the tip of his 
penis that lasted one month; he was considerably worried about this but 
had been assured by friends that “little pimples” such as he had were 
common among men and that they would soon pass away. At the time 
of blood typing the lesion has disappeared, and he felt sure that he was 
all right and therefore mentioned the condition to no one. The Kahn 
reaction was negative, and he was considered a compatible donor. ‘Two 
days later he was called. Three to seven days after the transfusion a 
rash developed on his body. His family physician made _ serologic 
studies, and a positive Wassermann reaction was disclosed. 

The facts at hand indicate that before the transfusion the donor had 
a negative Kahn reaction and shortly after the transfusion he had a rash. 
Two months later, even after treatment, the Wassermann reaction was 
still strongly positive. 

The variable signs and symptoms of syphilis are well recognized. 
Likewise, serologic discrepancies may occur even under well controlled 
laboratory examinations. This man was probably in the seronegative 
primary stage of syphilis at the time his blood was typed. His sister, 
the recipient, had a negative Kahn reaction before the transfusion and 
a rash and a positive Kahn reaction about three months later. It 
seems, therefore, that the results of laboratory tests do not constitute 
the only important factor in determining the compatibility of donors, 
since a negative Kahn reaction does not rule out the presence of syphilis. 
This was found to be true in 18 of the 41 cases of transfusion syphilis 
reported in the literature. Of paramount importance are the history 
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and physical examination. A few extra minutes spent along these 
avenues of inquiry may avert a serious catastrophe. Most diagnoses 
in medicine are missed because of lack of systematic examination. A 
suggestion of penile sore, adenopathy, especially in the inguinal region, 
any disturbance in health or a cutaneous eruption, however slight, 
should arouse one’s suspicions and lead to careful investigation. It is 
only in this manner that the problem of blood transfusion and transfusion 
syphilis can be adequately handled. 


SUMMARY 
A case of transfusion syphilis is reported involving a brother and a 
sister. 
The fallibility of routine laboratory methods is demonstrated. 
Attention is called to the importance of the history and physical 
examination in determining the compatibility and physical fitness of 
blood donors. 








EPITHELIOMATOUS DEGENERATION IN THE 
SCAR OF A BURN 


REPORT OF A CASE 


FRANCIS J. HALFORD, M.D. 
AND 
HENRY C. GOTSHALK, M.D. 


HONOLULU, TERRITORY OF HAWAII 


Epitheliomatous degeneration of the scar of a burn is well known. 
When this change occurs the age of the scar and not the age of the 
patient is the important factor. According to Pack and Livingston,’ 
an average interval of nineteen years elapses between the inception of 
the burn and the development of the cancer. Most authors agree that 
the tumor growth is slower than that seen in cancer of the normal skin. 
When the underlying muscle and connective tissue is invaded and an 
adequate supply of blood is present, the growth is usually rapid. The 
type of tumor invariably found is a squamous cell epithelioma.* 

The case to be reported was considered interesting because two dis- 
tinct epitheliomatous ulcers occurred in a dense cicatrix sixteen years 
after an extensive burn. 

REPORT OF CASE 

P. S., a 21 year old Portuguese man, a clerk, was admitted to the Queens 
Hospital, complaining of a painful ulcer between his shoulder blades. 

During a fire in 1920, when the patient was 4 years old, he received a third 
degree burn that involved his entire back from the neck to the waistline. This 
large area healed in six months, leaving a dense cicatrix without keloid formation. 
The resulting contracture caused considerable limitation of motion of the trunk 
and shoulders. His family history was irrelevant. 

His present illness began on April 5, 1937, when he first noticed a small ulcera 
tion, 2 cm. in diameter, in the scar tissue between the shoulder blades. At that 
time it was not painful but was discharging a serosanguineous fluid. As the ulcer 
gradually grew larger, it became inflamed and extremely painful. 

Physical examination on admission showed a well nourished man with a 
temperature of 99 F., a pulse rate of 80 and a respiratory rate of 20. There were 


no palpable lymph glands in the neck, groins or axillas. [Examination of the 


1. Pack, G. T., and Livingston, E. M.: Treatment of Cancer and Allied 
Diseases, New York, Paul B. Hoeber, Inc., 1940, vol. 3, p. 2063. 

2. Ewing, J.: Neoplastic Diseases, ed. 3, Philadelphia, W. B. Saunders 
Company, 1928. Strauss, A.: Epitheliomas Arising from Scars, Am. J. Surg. 
7:699-703 (Nov.) 1929. Johnson, F. M.: Development of Carcinoma in Sear 
Tissue Following Burns, Ann. Surg. 83:165-169 (Feb.) 1926. 
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chest showed no abnormalities. The heart was normal in size. The heart sounds 
were of good quality and regular, and there were no murmurs. The blood pressure 
was 120 systolic and 80 diastolic. The abdomen was soft and relaxed. There were 
no masses or hernias. A cursory neurologic examination showed no abnormalities. 
A large dense scar covered his entire back from the neck to the waistline. Between 
the shoulder blades there was a painful, inflamed irregular ulcer about 5 cm. in 
diameter. The lesion was extremely vascular and bled on the slightest trauma. 
The undermined edges and the base were discharging a thick greenish foul- 
smelling pus. 

The Wassermann and Kahn reactions of the blood were negative. The hemo- 
globin amounted to 75 per cent. There were 4,500,000 red blood cells and 8,509 
white blood cells. The differential count was normal. The urine was normal. 
Cultures of material from the wound showed gram-positive cocci and diplococci. 
Anaerobic cultures showed gram-positive cocci and diplococci with short chain 


streptocc CCl. 

















Fig. 1.—A, the granulating wound after excision of ulcer and before application 


ot a Gillies tube graft. 8B, the end results of treatment, with arrow pointing to 


the second ulcer at the periphery of the scar. 


Histologic examination of tissue from the edge of the ulcer showed a thickened 
layer of stratified squamous epithelium beneath which the fibromuscular layer 
was loosely arranged and in which there were focal areas of lymphocytic infiltra 
tion. In the deeper portion of the tissue there was a typical squamous celi 


epithelioma with extensive pear! formation. Scattered throughout this epithelioma 


tous growth were areas of hemorrhage and collections of polymorphonuclear 
leuk cytes. 


During this admission to the hospital an attempt was made to clean up the 


wound for a later surgical procedure. The use of a 3 per cent solution of urea 
produced no appreciable change in the foul-smelling discharge. Wet zinc peroxide 
dressings cleaned the ulceration considerably. This was followed by a course 
of treatments with roentgen rays of high voltage, consisting of 500 r. The treat- 


ments were given every other day for three weeks. One week after this treatment 


was finished the ulceration had not progressed and most of the secondary infection 


had disappeared. 
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On June 2 the entire ulcer with its margin, including a zone of 4 cm. of 
healthy tissue, was excised with a cautery knife. The subcutaneous tissue and 
the fascial coverings of the rhomboideus major and minor muscles were removed, 
and the entire denuded area was carefully fulgurated. 

The wound was packed with petrolatum gauze. After this the patient was 
given two transfusions, 500 cc. each, of citrated whole blood. 

The tissue removed was sent to the laboratory for diagnosis. Sections made 
showed a picture similar to that seen in the biopsy specimen (fig. 2 4). 

On June 11, when the wound was clean and granulating, multiple split skin 
grafts were made (fig. 14). A Gillies tube graft was prepared at the same 
time. After this another transfusion of 500 cc. of citrated whole blood was given. 

On June 20 the Gillies tube graft was used to cover the major portion of the 
defects caused by the operation. Because the area involved was large, Thiersch 











Fig. 2—Photomicrographs showing (4) tissue removed from the base of the 
first ulcer, (B) tissue removed from the base of the second ulcer and (C) com- 
plete replacement of a lymph gland by metastatic tumor tissue from the second ulcer. 


grafts were used to cover the remaining portion of the defect. The skin grafts 
were successful, and on August 18 the patient was discharged from the hospital 
in good condition. During his stay he received large doses of liver extract and 
iron by mouth and was advised to continue this treatment after leaving the hospital. 

The patient was in good health until December, when a small punched-out ulcer 
developed about 4 cm. below the angle of the left scapula in the posterior axillary 
line. About two weeks later he noticed swellings in the leit axilla and supra- 
clavicular region. The previously excised area was completely healed and in 
satisfactory condition. 

He was readmitted to the Queens Hospital on December 22, with the chiet 
complaint of a small painful ulcer below the angle of the left scapula (fig. 1B). 
The left supraclavicular glands were enlarged and firm. The left axilla contained 
a fluctuant mass, about 3 cm. in diameter, that was extremely tender on palpation. 
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The spread of this growth to the lymph nodes may be attributed to the close 
proximity of the ulcer to healthy tissue. There were no other new observations. 





3y December 25 this axillary mass had become red and was about 5 cm. in 
diameter. Two days later the mass was incised and drained. <A thick caseous 
material was removed. Biopsy specimens were taken from the bed of the ulcer 







and from the supraclavicular and axillary glands. 
Microscopic studies of this tissue showed a more violent type of growth than 





that seen in previous sections. There were activelg growing squamous cells, 





irregular in staining qualities and showing many mitotic figures. The lymphoid 





tissue of the glands was completely replaced by tumor tissue (fig. 2C). Tissue 
from the bed of the ulcer showed a definite infiltration of these irregularly grow- 
ing squamous cells. The diagnosis was a squamous cell epithelioma, grade III. 
On Jan. 2, 1938 another course of treatments with high voltage roentgen rays, 
consisting of 1,000 r, was given over the swollen glands, but apparently with 
little improvement. On February 17 there was a sudden massive hemorrhage 









from the axillary incision, and the patient died a few minutes later. Postmortem 






investigation showed that the tumor tissue had eroded the axillary vessels. 







COMMENT 









According to Treves and Pack,* Thiersch grafts do not simulate 
normal skin owing to the fact that sweat, oil glands and hair follicles 





are not present in suitable numbers and cancer has been known to origi- 
4 





nate in regions of Thiersch grafts. Danzis, Friedman and Levinson 





reported 2 cases illustrating this point. In the case herein reported 






Thiersch grafts were used merely as an adjunct to a full thickness graft. 







SUMMARY 










A case in which two epitheliomatous ulcers developed in the large 
scar of a burn sixteen years after its inception is reported. ‘The first 





ulcer was cured by excision and skin graft. The second produced 






rapidly spreading fatal metastasis. 









3. Treves, N., and Pack, G. T.: The Development of Cancer in Burn Scars, 
Surg., Gynec. & Obst. 51:749-782 (Dec.) 1930. 

4. Danzis, M.; Friedman, M., and Levinson, L. J.: Carcinoma Developing 
on Extensive Scars, Am. J. Surg. 41:304-306 (Aug.) 1938. 
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CONGENITAL ICHTHYOSIFORM ERYTHRODERMA 


THEODORE K. LAWLESS, M.D. 


CHICAGO 


Paul Blum,’ in an article entitled “Etats ichtyosiformes,” gave the 
following points as characteristic of congenital ichthyosiform erythro- 
derma and as differentiating this clinical entity from ichthyosis : 


The process as a rule is strictly congenital or appears soon after birth. 

Hyperkeratosis is often generalized and is more accentuated than in ichthyosis. 

A decided redness of the skin (erythroderma) is present. This sign, accord- 
ing to Darier, may sot be constant, and for that reason he preferred the name 
hyperkératose ichtyosiforme instead of érythrodermie ichtyosiforme. 

The process attacks the articular folds, the areas of predilection differing 
from those in the majority of cases of ichthyosis. Instead of sparing the folds, 
the lesions, on the contrary, find their greatest development here; the flexor 
surfaces and the median surfaces of the trunk are much more involved than, 
for instance, the lateral surfaces. 

The lesions, instead of being anhidrotic, are often hyperhydrotic. 

The histologie structure differs from that of ichthyosis. 

The involvement is progressive. 

Vidal,” in 1882, presented the first recognized case under the title 
of hyperépidermotrophie généralisée. Broeq,® in 1902, described this 
variety of congenital ichthyosis under the name of érythrodermie con- 
genitale ichtyosiforme. His description was thorough and his classifica- 
tion basic. This name was retained by MackKee and Rosen,* who in 
1917 made a thorough and documented study of this disease. 

I wish to add the following case to the small number reported in 
the American literature. 

REPORT OF A CASE 

History.—The patient was a woman aged 21. A general physical examination 
showed no essential abnormalities excepting an enlarged abdomen, which an 
internist attributed to an enlarged colon and a postural defect. Consanguinity 
of the parents was established. 

The congenital factors involved in this case were difficult to obtain, owing 


to the many intervening years. The mother stated: 





1. Blum, P., in Darier, '., and others: Nouvelle pratique dermatologique, 
Paris, Masson & Cie, 1936, vol. 6. 

2. Vidal, cited by Blum.! 

3. Brocq, cited by Blum.! 

4. MacKee, G. M., and Rosen, I.: J. Cutan. Dis. 35:235-343 and 511-540, 
1917. 
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“Within twenty-four hours after the child’s birth the skin on the face and 
body began to turn red; then it began to dry up. It was so tight on her face 
that she could not eat. It was thought that she would not live more than five 
or six days. A week later, it was decided to operate because otherwise she 
would die of starvation. She was fed with a dropper. An operation was per- 








apne MOD 

















Fig. 1.—Patient with erythroderma congenitale ichthyosiforme showing involve- 
ment of the trunk, flexor surfaces and the axillary and spinal areas. 


formed, only the skin on her face being cut. The body was not touched.” 
(The nature and details of this operation could not be obtained. ) 

Thus, from this recital, two of the essential diagnostic features are obtained: 
the facts that the cendition began at birth and that erythroderma and _ kerato- 
derma were present. 

Clinical Examination—The Skin: There was decided hyperkeratosis. The 


skin, generally, felt dry and almost parchment-like. In both temporal regions 

















Fig. 2.—Patient with erythroderma congenitale ichthyosiforme showing (A) 
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temporal alopecia and involvement of the neck and shoulder and (B) exfoliation 
in the axillas and in the region of the breast. 
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Fig. 3.—Hyperkeratosis and the embryonic cell type in the epidermis of the 
forearm (high magnification), 
32 

















Fig. 4.—Skin from the axilla at the height of scale formation. 














Fig. 5.—Skin from the axilla after fixation in a 10 per cent solution of 


formaldehyde. 
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were large scaly hyperpigmented atrophic alopecic areas (fig. 2 A). The scales 
on these areas were thick and brownish, and there were occasional verrucous 
patches. In the axillas and crural regions, on the sides of the neck, on the bends 
of the elbows and on the abdomen, knees, palms and soles, almost similar lesions 
were seen. The topography was just the opposite to that of ichthyosis. There 
was a noticeable exaggeration of all the cutaneous markings. Desquamation of 














Fig. 6.—Section of same skin as shown in figure 5 after fixation in 70 per cent 


alcohol. 


these areas, in particular, seemed to be of a seasonal nature, occurring more 
frequently during warm weather. This condition was probably due to the same 
factors that cause desquamation of the epitrichium in the embryo, e. g., increased 


physiologic activity of hair, sweat and sebaceous glands. The erythroderma was 


particularly evident in the aforementioned areas of predilection. At first there 


was a sensation of warmth, followed by mild erythema and then by rapid drying 


and fish scale exfoliation. This cycle was completed usually within a week. 
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The Appendages: The hair, with the exception of that in the temporal areas 


of alopecia, was well developed and of a normal sheen. In the involved areas 


a few hairs of fine texture were intermingled with a few coarse, fully developed 
ones. The nails tended to be brittle and to grow rapidly. The palms and plantar 
surfaces were frequently very moist, and the face, interscapular region, shoulders 
and midportion of the chest were seborrheic at times. 

Laboratory Examination.—All tests, including the Wassermann and Kahn 
tests, a complete blood count and urinalysis, presented no abnormal results. The 


blood pressure was variable, and there was an enlargement of the colon. 
I 





a 














Fig. 7—Elastic tissue fibers. Note the close resemblance to those seen in 


the embryo. 


Histologic Examination.—The Epidermis: The stratum corneum showed pro- 
nounced hyperkeratosis with occasional islands of parakeratosis. With the use 
of differential stains, it was seen to be composed of two distinct parts. The 
outer zone was firm, compact, lamellated and acidophilic. The inner zone was 
spongy in appearance and basophilic in staining reaction. It dipped deeply into 
the keratotic openings of the sweat glands and hair follicles. 

The stratum granulosum was decidedly hypertrophic for the most part. Here 
and there were very thin areas. The transition zone between the granular and 
mucous layers showed many areas with few cells. 

The rete mucosum showed irregular acanthosis. The rete pegs were either 
thin and elongated or broad and short. In some areas they were absent. The 
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basal cell layer gave cause for special comment. Irregularity in cell type was 
characteristic. Some cells were cuboidal or cylindric, while others were columnar. 
In some areas the basal cell layer was composed of small rounded nucleated cells 
which were identical in size, form and shape with those of the daughter cell zone. 
All of these cells were filled with a large amount of fine pigment. 

The Corium: The pars papillaris was edematous in places, and the vessels 
showed a mild lymphocytic infiltration. The elastic tissue resembled that seen 
in the human embryo. The sweat glands were hypertrophic and dilated. The 
sebaceous glands were well developed. The subcutaneous tissue showed no sig- 
nificant changes. 

Diagnosis.—This condition, from a clinical, as well as from a histologic, point 
of view, is consistent with the diagnosis of congenital ichthyosiform erythroderma. 

Treatment.—The response to treatment was slight. The intervals between 
periodic exfoliations were decidedly lengthened and the massiveness of the crust- 
ing on the scalp and in the axillas was sharply reduced by the use of the 
inductotherm and the administration of iodides, thyroid-ovarian compounds and 
vitamin A. 

COMMENT 

The recurring episodes of slight erythema, followed by excessive 
dryness, hyperkeratosis and desquamation associated with the embryonal 
types of cell and tissue formation seem to indicate strongly that in cases 
of this disease there is a persistence of those factors which in early life 


contribute to the formation of the epitrichial layer. 
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Periodic inventory of end results is a gage of performance and a 
stimulus to progress. This truism has been somewhat neglected in the 





consideration of epithelioma of the skin, for which so-called primary 





healing has been accepted too frequently as a criterion of cure. It is 





much to be desired that results obtained at various clinics should be 





reported in such a way as to be readily comparable one with another. 
The only statistically adequate report on cutaneous cancer that we have 





found is the review of Magnusson! of the results of treatment of 





epithelioma of the skin at Radiumhemmet, Stockholm, Sweden, which 





with some recalculation readily lends itself to comparison with reports 





from other clinics. 





The purpose of this study is the analysis of the curability and 
mortality of the basal cell epitheliomas treated at the Huntington 
Memorial Hospital in comparison with those treated at Radiumhemmet 






and in comparison with other types of cutaneous cancer.” 





The basal cell epitheliomas from the Huntington Memorial Hospital, 





here reported for the first time, represent 70 per cent of the total number 





of cancers of the skin verified by microscopic examination during the 





eight year period from 1930 to 1937, the remainder being epidermoid 





and other types of epitheliomas. Ninety-two patients were lost from 





observation, leaving 451 which were followed for two years or longer 






after the first treatment. The patients are divided into two groups: 





those followed for two years and those followed five years or longer. 





The two year group (1936 and 1937) is included to permit an estima- 





tion of the more recent type of radiation therapy. 





From the Laboratory of Pathology, Collis P. Huntington Memorial Hospital 





*The term epithelioma is utilized in this article because of editorial policy. 






The authors prefer the term carcinoma. 







1. Magnusson, A. H. W.: Skin Cancer: A Clinical Study with Special 
Reference to Radium Treatment, Acta radiol., 1935, supp. 22, pp. 1-287. 

2. Warren, S., and Hoerr, S. O.: A Study of Pathologically Verified 
Epidermoid Carcinoma of the Skin, Surg., Gynec. & Obst. 69:726-737, 1939. 
Warren, S.; Simmons, C. C., and Rea, S. L.: Cutaneous Carcinoma Diagnosed 










Clinically Without Biopsy, J. A. M. A. 114:1619-1622 (April 27) 1940. 
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These tumors occurred mostly in the old age group. The corrected 
median age at onset of the tumor was 62 years, and 70 per cent of the 
patients with basal cell epithelioma were over 60 years of age. The 
striking rarity of this lesion on the trunk and extremities is shown by 
the fact that it appeared on those parts of the body in only 41 out of 543 
patients. Multiple epitheliomas of the skin were present in 14 per cent 
of the patients. There was great disparity in the size of the tumors, 
as shown in table 1; they varied from 0.1 to 17 cm. in greatest diameter, 
with an average diameter of 1.7 cm. Ulceration was present in a 
majority of the tumors: in 51 per cent of those less than 1 cm. in diameter 





Epitheliomas 


= ae 
Total Number with 
Diameter of tumors Number Uleeration 


DOG PO acksccce ses’ ie he kk a 164 84 
1 to 2 cm 170 113 
2tosem.. 66 50 
3 to 5cm.... 26 21 
5 em. or more ewe b Lik tna on waa . 14 14 


TaBL_E 2.—Duration of Lesion from Onset to Final Healing 








Number of Epitheliomas 


Less than 1 year....... ; 


3 to 5 years........ 
5 to7 years.. 
7 to 10 years... 


15 years or more 


and in all of them 5 cm. or more in diameter. The chronicity of the 
lesions is striking, many of them having a span of ten or more years 
from onset to final healing (table 2). Patients delayed seeking treat- 
ment for an average period of three to four years. 

Methods of treatment are outlined in table 3. The highest proportion 
of failures (48 per cent) occurred with radon therapy and the lowest 
(8 per cent) with surgical treatment. This particular analysis does not 
include 22 patients who had been treated before admission to the 
Huntington Memorial Hospital. In any group of this size deductions 
as to the factors important in the final outcome must be made cautiously, 
since clinical aspects sometimes of great importance are not easily 
classified or tabulated. 

The size of the lesion at the time of the first treatment seems to 
be of special importance in influencing the outcome. Treatment failed 
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with only 9 per cent of the epitheliomas 1 cm. in diameter or smaller, 


but it failed with 65 per cent of those over 5 cm. in diameter (table 4). 





Neither the age of the patient nor the location of the tumor had any 






ap] arent influence. 






TABLE 3.—Treatment of Epitheliomas and Results 














Type of Epithelioma 














sasal Mixed 
Cell with Basal 
Foci of Cell and Cystie 
Basal Keratini- Epider- Hair Basal Total 
Cell zation moid Matrix Cell Totals Failures 
Surgical intervention 
Number treated.......... 164 13 33 12 225 
Primary healing........... 162 13 31 12 221 
Failures 
Reeurrence............ 13 2 3 ~ ; 18 
ig)” Se 4 18 
Roentgen ray therapy 
Number treated............ 66 1 4 4 75 
Primary healing........... 60 l 4 4 69 
Failures 
Recurrence........... 12 ] 2s 13 







Unhealed......... 





Radon therapy 








Number treated....... 14 3 2 2 51 
Primary healing......... 42 2 2 ei 49 
Failures 

ReOCUFYENCe.........0. 2] : l l 25 
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Combined therapy 







Number treated...... 80 5 14 1 100 

Primary healing....... : 71 9 ] 8 

Failures 
Recurrence...... . 15 l l 17 
pt. Se ee fe 12 7 , 19 36 









Epitheliomas and Failure of Treatment 





TABLE 4.—Comparison of Size 0} 





of Treatment of Epitheliomas 


Failure 











Diameter of Epithelium Number Per Cent 









Less than 1 em.... 15 







DOD Qi ccdecces 51 30 
fk | er Tr ; 19 29 
it ye Ss ] 
More than 5em.... ; 9 6d 
















The significance of the histologic structure in relation to the effec- 


tiveness of different types of treatment cannot be ascertained with any 





certainty, but it is our impression from this study and from other 





work * that with the exception of mixed basal cell and epidermoid epi- 





theliomas the histologic variations make little difference in the outcome 









3. Warren, S.; Gates, O., and Butterfield, W.: Value of Histologic Differ- 
entiation of Basal Cell Carcinoma, New England J. Med. 215:1060-1064, 1936. 

















40 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


table 5). Tumors classified as basal cell, hair matrix, basal cell with 
oci of keratinization and cystic basal cell epitheliomas show a higher 


( 
f 


percentage of cures than do the mixed basal cell and epidermoid epi- 
theliomas. The progress of the disease appears somewhat slower in 
the more differentiated forms. 

One consideration that is too often neglected is the variability in 
the time of recurrence. In this series it ranged from a few weeks to 
ten years, with almost half (42 per cent) of the recurrences appearing 
after a lapse of two years or more. At times the distinction between 


TABLE 5.—Time from Healing of Epithelioma to Last Follow-Up 
Observation or Death 








Less Than 1to2 2to3 3 tod 5to7 7 to 10 
Type of Epithelioma 1 Year Years Years Years Years Years 


Basal cell 2% 59 70 
Basal cell with foci of keratin- 

ization ¥ 1 7 
Mixed basal cell and epider- 

moid j 5 
PRM UT iyec sc ctciwcnneevecs 3 
Cystic basal cell 
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TABLE 6.—Therapy of Recurring Epitheliomas 








Number of Number of 
Patients Patients 
with Results of Therapy Who Died of 
Recur- - A. —~ Epithelioma Per Cent of 
Method of Therapy rences Healed Unhealed (Basal Cell) Failures 


Surgery 1: 11 1 
MOORES TAGS... wscccvcssscsseses 15 10 3 
” 


”» 
Combination 2% 19 


bau) 1) ARREARS oa Pes i3 45 9 





* Eight additional patients with recurrences were given no therapy; 5 died of epithelioma 
(basal cell). 


recurrence and the development of a new tumor is difficult, but if the 
neoplasm appears in close proximity to the initial site it is assumed to 
be a recurrence. The results of different means of therapy of the 
recurrences are shown in table 6. Again, surgical intervention showed 
better results, with success in 92 per cent of the cases, than radiation, 
with success in less than 70 per cent of the cases. 

Basal cell epitheliomas have a less formidable prognosis than have 
epidermoid epitheliomas from the standpoint of mortality (11 per cent 
mortality rate as against 34.4 per cent at the Huntington Memorial 
Hospital) but have a very little better outlook as far as five year cures 
are concerned (41.4 per cent as against 39.4 per cent). 

Comparison with results obtained at Radiumhemmet is of interest. 
The results of treatment of epidermoid epitheliomas are approximately 
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the same in the two hospitals, with five year cures of 39 per cent at 
the Huntington Memorial Hospital and 46 per cent at Radiumhemmet, 
the percentage of cures being figured on the following basis: 


(number of five year cures) X 100 
(total number of patients treated) 





As regards failures of treatment, the results are also approximately 
the same for both hospitals. The actual known mortality rate is 
calculated on a basis which discards entirely the cases lost from 
observation : 


(number of deaths from cancer) x 100 


(number of five year cures) + (number of uncured patients [living and dead] ) 
+. (number of deaths from cancer) 





The mortality figures are also very close for the two hospitals: 34.4 per 
cent for the Huntington Memorial Hospital and 31.5 per cent for 


Radiumhemmet. 


TABLE 7.—Comparison of Size of Lesion and Type of Treatment in Patients 
Who Died of Basal Cell Epithelioma 








Diameter of Lesion 


A a 


- -—— vai. 
Method of Therapy 0 to 1 Cm. 1 to 5 Cm. Over 5 Cm. 


0 E 0 
0 1 
0 0 
0 3 


Surgery 
I Rg rn Caddo cceus eccacnrnesookens 








When basal cell carcinomas are considered, however, the results 
from Radiumhemmet set a goal to be emulated. Whereas 41.4 per 
cent of the patients at the Huntington Memorial Hospital were cured 
at the end of five years, 81.6 per cent of those at Radiumhemmet were 
living and well for three years and 66.5 per cent were living and well 
for five years. Recently treated patients at the Huntington Memorial 
Hospital, followed for two years (1936 and 1937), showed only 67.8 
per cent cures. 

For epitheliomas not submitted to biopsy the mortality rate on a 
five year basis is lower at the Huntington Memorial Hospital (5 per 
cent) than at Radiumhemmet (10.8 per cent). This may be due in 
part to the inclusion of more nonmalignant lesions with the malignant 
ones at Huntington Memorial Hospital. The lesions not submitted to 
biopsy at Radiumhemmet were somewhat larger in size. 


COM MENT 


Epithelioma of the skin is still a challenge and will continue to be 
so as long as physicians are satisfied with general impressions and 
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accept primary healing as evidence of cure instead of the usual standard 
of five years’ freedom from the disease. When one considers that 
basal cell epitheliomas are slowly developing, nonmetastasizing tumors 
occurring in the most accessible organ of the body, the therapeutic 
results leave much to be desired. With all types of cancer of the skin, 
and particularly with basal cell epitheliomas, the mortality figures are 
only half the story. Ineffective initial treatment often means dreary, 
unprofitable hours in office or clinic and endurance of slowly increasing 
deformity which after years may end in death. 
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ELKONITE, A COLLOIDAL CLAY 
OINTMENT BASE 


GEORGE V. KULCHAR, M.D. 


SAN FRANCISCO 


Despite recent refinements, treatment in dermatology still remains for 


the most part disagreeable, particularly to ambulatory patients. The 
ointments and pastes commonly used soon are removed by the clothing 
and linen or spread to the contiguous areas, which decreases their effec- 
tiveness. In 1940 Tainter, Kulchar and Stockton’ reported on the 
properties and possible medical applications of elkonite and suggested 
that this colloidal clay might be useful as a base for ointments. Further 
clinical use has confirmed the preliminary suggestion, and the present 
report is concerned with the results of a more extensive trial of elkonite, 
both as a base for ointments and as a stabilizing agent for lotions used 
in the treatment of various dermatoses. 

Elkonite is a natural clay, laid down in terrestrial beds near Elko, 
Nev. When placed in water the clay becomes a hydrophilic colloid, 
imbibing many times its volume. In elemental composition elkonite is 
essentially an aluminum-magnesium silicate with small amounts of iron, 
calcium and bismuth present as impurities. A detailed analysis is given 
in the preliminary report. Chemically elkonite is closely related to the 
general group of clays known as bentonites but is many times more 
colloidal. The py of elkonite in solution is 8.8, making it slightly on 
the alkaline side. The material is slightly detergent and has been used 
as a soap substitute. The use of bentonite as a stabilizing agent in 
calamine lotion has been reported by Fantus and Dyniewicz.? Bentonite 
clay when mixed with water forms a smooth paste, which is particularly 
useful, according to these authors, in causing powders to adhere to the 
skin in a water-soluble film. Similarly, elkonite has been added to 


From the Division of Dermatology and Syphilology, Department of Medi- 
cine, Stanford University School of Medicine. 

1. Tainter, M. L.; Kulchar, G. V., and Stockton, A. B.: Elkonite, a Colloidal 
Clay: Properties, Actions and Possible Medical Use, J. Am. Pharm. A. 29:306 
(July) 1940. 

2. Fantus, B., and Dyniewicz, H. A.: Cuticolor Preparations. J. Am. Pharm. 


A. 27:878 (Oct.) 1938. 
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lotions for the same purpose. The following modification of calamine 
lotion has been found to be most acceptable : 


Prepared calamine 

Elkonite 

Zinc phenolsulfonate 

Glycerin 

Hamamelis water (witch hazel) 
Water, sufficient to make 


The lotion has the advantage of being stable, having less tendency 
than the regular calamine lotion to form gritty particles on the skin and 
the ability to spread more evenly over the surface. The addition of 
elkonite to the lotion results in a preparation which may be removed 
more easily by gentle washing with water than the standard calamine 
lotion, as the latter frequently adheres to the desquamating particles of 
skin. With the increase in the consistency of the lotion prepared with 
elkonite, on drying a smooth film is formed on the skin which, unlike 
the usual coating left by calamine lotion, is not easily rubbed off by the 


clothing. 

In the natural state, elkonite is a dry, friable clay. When it is mixed 
with water a gel is formed. The gel resulting from the addition of 15 
per cent of elkonite by weight to water is smooth with the consistency 
of library paste and makes a most satisfactory base for ointments. Patch 


tests made on a series of normal persons of all ages have elicited negative 
reactions; so the base is not primarily irritating to the skin. Any of 
the medicaments ordinarily used in the treatment of dermatoses may 
be incorporated, no incompatibilities having been observed. The oint- 
ments prepared with elkonite base have maintained their consistency for 
a period longer than three months, despite changes in temperature, if 
evaporation was prevented by the use of closed containers. 

As a base for ointments the elkonite gel has several advantages. The 
resulting ointment is smooth and homogeneous; relatively small amounts 
are required, and when it is applied to the skin a dry film forms after 
two or three minutes which holds the medicament firmly in contact 
with the cutaneous surface. Unlike most ointments, which are soon 
removed by the clothing or linen, the material is firmly adherent but may 
be readily removed by gentle washing with water. Since it does not 
spread to the hair, a disagreeable feature of most ointments when applied 
to the scalp, elkonite is particularly suitable for the treatment of this 
region. The ease with which elkonite may be removed by washing 
simplifies the management of dermatoses of the scalp. In the treatment 
of eruptions and pruritus of the anogenital regions the base has its 
greatest advantage, as here conventionally used ointments are rapidly 
removed by clothing. Coal tar incorporated in elkonite has been used 
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extensively by the members of the proctologic division in the treatment 
of pruritus ani, since the dry, adherent film maintaining the medication 


in situ affords relief for a considerable time. 

Since the preliminary report elkonite has been used as a base for 
ointments in the treatment of a series of more than 300 patients. The 
patients treated had the following dermatoses: atopic dermatitis, der- 
matophytosis, contact dermatitis, pityriasis rosea, lichen simplex chroni- 
cus, seborrheic dermatitis, scabies, pruritus ani, impetigo and acne. 
Salicylic acid, ichthammol, ammoniated mercury, resorcinol, sulfur, 
naftalan, coal tar and its derivatives, peruvian balsam, gentian violet and 
juniper tar were incorporated, either alone or in various combinations. 
The concentrations and combinations used were those ordinarily 
employed, and no incompatibilities were observed. The preparations 
were tolerated well on the scalp and glabrous skin of infants as well as 
adults. No irritation of the affected skin attributable to elkonite has 
been observed. The effect of treatment on various dermatoses was 
approximately the same as would be expected from the use of the same 
medicaments in other bases. 

It seemed advantageous to use elkonite, for because of its physical 
characteristics it made treatment cleaner and less of an ordeal to the 
patient. This feature of cleanliness was particularly evident when medi- 
caments such as coal tar or dyes ordinarily disagreeable to apply when 
incorporated in the usual bases were used. With elkonite as a base 
the ointments formed clean dry adherent films on the skin which were 
readily removed with water, thus overcoming the difficulty of removal, 
which is at times irritating to the skin. No unusual amount of scrubbing 
was necessary, as there was less tendency for the ointment particles to 
adhere to the skin. 

SUMMARY 


Elkonite, a colloidal clay which is essentially an aluminum- 
magnesium silicate, in a 15 per cent concentration as a gel affords a most 
satisfactory base for ointments. Medicaments incorporated in elkonite 
form dry, adherent films on the skin which are not rubbed off and do 
not stain or smear the clothing and yet can be readily removed by 
washing. When elkonite is used as the ointment base, treatment is made 
cleaner and less trying, particularly that of dermatoses involving the 
scalp and anogenital regions. 

The material used in this study was furnished by the Braun-Knecht-Heimann 
Company. 
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LICHEN PLANUS FOLLICULARIS CIRCUMSCRIPTUS 


REPORT OF TWO CASES 


FRANK C. COMBES, M.D. 


AND 
SAMUEL M. BLUEFARB, M.D. 
NEW YORK 


Ever since Erasmus Wilson differentiated lichen planus from a 
chaotic group of dermatoses, dermatologists have come to recognize 
more and more the multiplicity of clinical features this disease may 
present. It may exist as a single group of papules or it may be a widely 
distributed eruption on the skin and on the mucosa. Morphologically 
the lesions may be arranged in a linear fashion or as various-sized 
ringlets. In color they need not be of the usual violaceous tint but 
may range from crimson to pure white. The condition may be acute 
or chronic, and there may be atrophy or hypertrophy. Furthermore, 
subjective symptoms may vary from none to an intense pruritus. Yet, 
notwithstanding this clinical polymorphism, there is always a fairly 
constant microscopic picture. 

It is our purpose to discuss 2 cases of an unusual, hitherto unde- 
scribed variety of lichen planus which we have designated lichen planus 
follicularis circumscriptus. Both patients were presented at the October 
1940 meeting of the New York Dermatologic Society,' and there was 
unanimity of opinion as regards the diagnosis of circumscribed peri- 
follicular lichen planus with atrophy. 

The eruption in both patients presented certain constant features. 
It occurred in well defined circumscribed patches which spread slowly 
by peripheral extension. These patches consisted of closely grouped 
imperceptibly elevated papules, from 3 to 6 mm. in diameter. They 
were bright red but in some areas at a distance suggested the color of 
lupus vulgaris. Under magnification they were well defined, angulate 
and nonconfluent and the skin between them was not discolored. Each 


was located about a hair follicle. The atrophic process must begin 


From the Department of Dermatology and Syphilology, New York University 
College of Medicine, and the Third Medical (New York University) Division, 
3ellevue Hospital, service of Dr. Frank C. Combes. 

1. Combes, F. C.: Circumscribed Perifollicular Lichen Planus with Atrophy. 
Arch. Dermat. & Syph., to be published. 
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early in the life of the papule, since even in the more recent ones the 
tops were flattened and the epidermis was thinned and wrinkled. Only 
an occasional hair was present emerging from the center. Many of 
the lesions were capped with an adherent branny scale. The site of 
previous lesions was marked by a well defined perifollicular milk white 
area of atrophy, 2 to 5 mm. in diameter. Many of these were inter- 


spersed between active lesions. There was no pigmentation, no follicular 


plugging and no punctate pitting in the atrophic areas. In the active 


lesions there was no umbilication and no radiating striae, which 
Wickham and Hardy considered a constant feature in lichen planus. 

















Fig. 1 (case 2).—Lesions of lichen planus follicularis circumscriptus. 


Chronicity was a feature in that the eruption had been present in one 
patient for seven years and in the other for ten months. Itching, as 
well as all other subjective symptoms, was absent. Histologic examina- 
tion in both cases showed the picture of lichen planus with atrophy. 


REPORT OF CASES 


Case 1—J. D., a man aged 72, was admitted to Bellevue Hospital because of 
an eruption on his arms, thighs and legs. It had been present for the previous 
seven years. 

The patient appeared to be in excellent health, in view of his age, and a 
complete physical examination showed no abnormalities other than his eruption. 
This was situated on the arms, thighs and legs. The lesions were grouped in well 
marginated circumscribed patches, composed of closely set miliary papules and 
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perifollicular areas of atrophy, a detailed description of which has already been 
given. On the lateral and posterior surfaces at about the junction of the middle 
and lower thirds of the legs and on the extensor surfaces of the forearms were 
patches, approximately 10 cm. in diameter, composed entirely of tiny flat white 
glistening macules. These areas represented the site of the original eruption, the 
individual lesions of which had run a self-limited course resulting in a perifollicular 
cicatricial atrophy. No lesions occurred on the mucous membranes. 

The urine was normal. The Wassermann reaction of the blood was negative. 
The injection of a 1 to 1,000 dilution of tuberculin elicited a negative reaction. 
Roentgenograms of the chest showed fibrotic changes at the base of the right lung 
but no suggestions of any active pulmonary disease. Studies for amyloidosis gave 
negative results. Microscopic examination of tissue from one of the active lesions 
on the right thigh showed the histologic picture of lichen planus with atrophy. 














Fig. 2 (case 2).—Photomicrograph (low power magnification) showing dis- 
tribution of the infiltration, atrophy of the epidermis and lacunas. 


Case 2.—J. C., a man aged 35, a kitchen helper at Bellevue Hospital, applied 
for treatment because of an eruption on his legs of ten months’ duration. He 
stated that it had begun as a red spot on which a scale had subsequently developed. 
He had noticed new lesions gradually and constantly appear, until on admission 
the area had reached the size of a half-dollar on one leg and twice that size 
on the other. 

His previous history was essentially irrelevant. Physical examination revealed 
no abnormalities except for the skin over the flexor surfaces of the legs, which 
showed an erythematous circumscribed patch of perifollicular atrophy covered 
with a fine adherent scale. On magnification the lesions were discrete and con- 
sisted of flat miliary papules. No follicular plugs could be seen. There were no 
lesions of the oral mucosa and no subjective symptoms. 

The results of urinalysis and cytologic examination of the blood were normal. 
The Wassermann reaction of the blood was negative. The injection of a 1 to 1,000 
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dilution of tuberculin elicited a negative reaction. Roentgenograms of the chest 
were normal. <A 1 per cent solution of congo red was injected locally, but no 
amyloid staining was observed. Histologic examination of tissue removed from one 






of the patches showed lichen planus with atrophy. 











HISTOLOGIC EXAMINATION 





Under low power magnification the epidermis was flattened and 





took the stain poorly. Beyond the edges of the papule there was some 





acanthosis, the interpapillary processes extending as isolated tubules into 





the corium. <A well defined dense infiltration occupied the papillary 





layer and extended into the epidermis, clouding the normal line of 





separation and disorganizing the basal layer. In the reticular layer there 





were cellular infiltrations of moderate intensity about the capillaries and 





coil glands. 
Under high power magnification the epidermis was covered with a 






hyperkeratotic scale. The granular layer was irregularly thickened and 





in areas showed a greater amount of granules more deeply stained than 





normal. The rete was narrowed to four or five cells, and the nuclei 






were pale, producing a more or less homogeneous appearance. An 





occasional cell showed karyokinesis. The basal layer was irregularly 






disturbed and disorganized both by the infiltration and by edema. Only 





an occasional columnar cell was intact. Between the epidermis and the 






corium were numerous small lacunas. There was a moderate amount 






of edema of the corium. The infiltration was discretely confined to the 





papillary layer. The basal membrane was destroyed and the rete irregu- 
larly infiltrated. This infiltration consisted entirely of small monocytic 







cells. There was a proliferation of capillaries, which were dilated and 






surrounded by a moderate infiltration. There was a complete absence 






of elastic tissue in the papillary layer. Lower down it was sparse and 






fragmented and took the stain poorly. 












DIFFERENTIAL DIAGNOSIS 








The task of differentiating an atypical dermatosis is facilitated if one 





evaluates it in the light of knowledge of similar conditions with which 





one is familiar. It is therefore pertinent to consider the differential 





diagnosis of the various forms of lichen planus, the follicular atrophies, 





sequelae of roentgen irradiation and cutaneous amyloidosis. 





Lichen Sclerosus et Atrophicus (Hallopeau)—We concur with the 





opinion of many observers? that lichen sclerosus et atrophicus (Hallo- 













2. (a) Nomland, R.: Lichen Sclerosus et Atrophicus (Hallopeau) and Related 
Cutaneous Atrophies, Arch. Dermat. & Syph. 21:575 (April) 1930. (6) Feldman, 
S.: Lichen Planus et Acuminatus Atrophicans, ibid. 34:378 (Sept.) 1936. (c) Wise, 
F., and Shelmire, B.: Chronic Atrophic Lichenoid Dermatitis (Csillig), ibid. 18: 
179 (Aug.) 1928. 
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peau), lichen albus (von Zumbusch) and chronic atrophic lichenoid 
dermatitis (Csillag) are identical. Therefore, in discussing the identity 
of lichen planus follicularis circumscriptus as a clinical entity, we shall 
consider these diseases as one. Morphologically, they all begin as a 
polygonal papule, as in ordinary lichen planus, but the papules are much 
paler and with age become still paler. Later they show parchment-like 
atrophy and confluence. In the atrophic area are seen punctate depres- 
sions which mark the former site of comedo-like plugs. These are 
situated at the orifices of the pilosebaceous and coil glands and constitute 
a requisite for clinical diagnosis. The initial lesion is never reddish, 
and there is usually no visible evidence of inflammation. Itching is the 
rule. Histologically, these diseases all show atrophy of the epidermis, 
sclerosis of the layer immediately under the epidermis and a slight 
inflammatory reaction in the reticulum beneath the zone of sclerosis. 

Lichen Planopilaris—Pringle suggested this name to describe a rare 
cutaneous disorder in which lichen planus is associated with a follicular 
eruption and in which there is no itching or erythema. Feldman *” 
stated the belief that this condition is similar to lichen planus et acumi- 
natus atrophicans. 

Lichen Planus et Acuminatus Atrophicans—Feldman *” described 
cases which showed that the condition reported as folliculitis decalvans 
or as lichen spinulosus is in most instances a combination of lichen 
planus and a follicular type of the same disease, for which the name 
lichen acuminatus was suggested. He considered it a manifestation of 
the atrophic type of lichen planus and a variant of lichen sclerosus of 
Hallopeau, for the two had a umber of important features in common. 

Anetoderma of Jadassohn (Dermatitis Atrophicans Maculosa). 
According to Oppenheim,* this disease has three stages: (a) a circum- 
scribed area of erythema; (>) depigmentation, in which a ring forms 
which has a violet-red zone at the periphery and a pale center, and 
(c) atrophy, in which the skin feels as if there were a hole in it. The 
lesions are of approximately equal size and have baglike depressions 
with cigaret-paper-like wrinkling. Grindon* has observed an associated 
vitiligo. 

White Spot Disease-—Various writers ® have described white spot 
disease as a form of circumscribed scleroderma which is similar to the 


3. Oppenheim, M., in discussion on Wise, F.: Atrophia Cutis Maculosa, Arch. 
Dermat. & Syph. 40:1029 (Dec.) 1939. 

4. Grindon, J.: Atrophia Maculosa Cutis, J. Cutan. Dis. 31:270 (April) 
1913. 

5. (a) MacKee, G. M., and Wise, F.: White Spot Disease, J. Cutan. Dis. 
32:629 (Sept.) 1914. (b) Montgomery, F. H., and Ormsby, O. S.: “White Spot 
Disease” (Morphea Guttata) and Lichen Planus Sclerosus et Atrophicus, ibid. 


25:1 (Jan.) 1907. 
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cardlike scleroderma of Unna. Nomland ** stated that this condition is 
pathologically similar to lichen sclerosus et atrophicus (Hallopeau) and 





must be differentiated on clinical grounds. 





Lichen Planus with Atrophy.—The elementary lesions are violaceous 





flat-topped angulate elevated papules. Later these show atrophic areas 





with pigmentation. Itching is the rule. The condition is usually not 





perifollicular or confined to circumscribed patches. 





Lichen Planus Erythematosus (Crocker).—The lesions of this dis- 





ease are a deep crimson. Instead of being firm, they are very soft to 
the touch, they look more like erythematous macules than papules. 
They are obliterated temporarily by pressure, the epidermis evidently 






not being involved. There is usually an associated telangiectasia of 





the face and lips. Often lesions are present on the mucous membranes. 





Roentgen Ray Sequelae.—This condition is easily differentiated 





because there is a history of roentgen ray therapy and telangiectasia 





and diffuse atrophy are present. 





Cutaneous Amyloidosis—Amyloidosis cutis is usually composed of 





firm obtuse papules which are shiny, smooth and brownish or yellowish 





brown. Itching is usually present, and tests for amyloid with congo 






red or methyl violet give positive reactions. 







SUMMARY 







Two cases of a heretofore undescribed form of lichen planus are 
presented. The fundamental features observed are: (1) circumscribed 
discrete patches, (2) perifollicular miliary erythematous maculopapules 






covered with a branny scale, (3) early atrophy of the lesions without 





follicular plugs or punctate depressions in the atrophic areas, (4) total 





alopecia over the involved area and (5) absence of all subjective 





symptoms. 
The dermatosis, which is designated lichen planus follicularis circum- 






scriptus, is briefly differentiated from related dermatoses. 





NEURODERMATITIS ASSOCIATED WITH INCOM- 
PETENT GREATER SAPHENOUS VEINS 


REPORT OF A CASE 


WILLIAM W. HEYERDALE, M.D.* 
AND 
EDWARD E. CANNON, M.D. 
Fellow in Surgery, Mayo Foundation 


ROCHESTER, MINN. 


It is generally recognized that patients who have varicose veins often 
have associated dermatologic complications ; the lesions most commonly 
encountered are stasis dermatitis and ulceration of the skin. How- 
ever, it is probable that a number of patients who have neurodermatitis 
of the legs do not always receive the benefit of consideration of the 
factor of venous incompetence. Among some persons the incompetent 
saphenous veins may lie deep in the superficial fat, and both the patient 
and the physician may be unaware of their presence if a thorough 


examination is not made. 


REPORT OF CASE 


A 49 year old housewife had suffered from severe itching of both legs for ten 
years prior to her examination at the clinic, in December 1940. In 1931 she first 
noticed itching on the anterior surface of the left leg, an itching which at that time 
was unaccompanied by cutaneous changes. After she scratched the area persistently, 
a thickened reddish patch developed on her left shin. In 1933 the right leg became 
similarly affected, and in spite of all treatment the lesions on both legs enlarged 
and became worse. The itching was worse at night, causing her to scratch until 
the lesions bled; it was also worse a few days preceding menstruation, but allevia- 
tion did not follow the menopause (in June 1940). 

The patient’s history was not suggestive of sensitivity or allergy. In fact, the 
history was insignificant except for influenza in 1918 and a hemorrhoidectomy in 
1927. She had had two children; the second child was born in 1920. The only 
pertinent portion of the family history concerned her maternal grandmother, who 
had had large varicose veins on both lower extremities. 

The patient had been receiving treatment since the appearance of her first 
lesion, in 1931, but none of the ointments and lotions prescribed had given relief. 
Ultraviolet irradiation caused the initial lesion to disappear temporarily but later 
was of no benefit, although this kind of treatment was administered persistently for 


* From the Section on Postoperative Care of the Mayo Clinic. 
1. McCallig, J. J., and Heyerdale, W. W.: A Basic Understanding of Varicose 
Veins, J. A. M. A. 115:97-100 (July 13) 1940. 
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eighteen months. In 1939 the patient had received three roentgen ray treatments, 
which also had not relieved the itching or changed the lesions. 

In December 1940 she came to the Mayo Clinic, and examination of the lower 
extremities at that time revealed a dry brownish red desquamating eruption, 
involving the lower two thirds of the anterior, medial and lateral surfaces of 
the right leg and the lower third of the anterior and medial surfaces of the left 
leg (A in illustration). The margins of the lesions were distinct and smooth, and 
the skin of the involved region was thickened and lichenified; both lesions bore 
deep scratch marks. The skin of the rest of the patient’s body was clear except 
for scaling on the flexor and extensor surfaces of both wrists. This scaling did 
not concern her. Results of a general physical examination were essentially normal. 
A diagnosis of neurodermatitis of both legs was made in the Section on Derma- 
tology, and the patient was given symptomatic treatment. 
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Neurodermatitic type of lesion (4) on Feb. 24, 1941, before treatment, showing 








the effects of scratching, and (8B) twelve days after treatment was instituted. 
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In February 1941 the patient returned to the clinic, still complaining of severe 
itching. Patch tests were conducted at this time, but they revealed no evidence of 


sensitiveness. She was referred to the Section on Postoperative Care for con- 
sideration of the possibility that a vascular factor might be contributing to the 
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dermatitis. Casual inspection revealed no varicose veins, but moderately dilated 
veins were palpable deep in the fat of both thighs and legs. The palpation-percus- 
sion test revealed that the veins draining the regions affected by neurodermatitis 
were tributaries of the greater saphenous veins. Percussion over the fossa ovalis 
in each inguinal region produced a palpable, fluid wave impulse in the veins below 
the knee, which is definite evidence of valvular incompetence.! 

After the administration of a dose of sodium morrhuate to test the patient’s 
sensitiveness to this sclerosing agent, both greater saphenous veins and _ their 
tributaries were ligated and divided, and 3 cc. of a 5 per cent solution of sodium 
morrhuate was injected into the distal segment of each vein. On the second and 
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third postoperative days, periphlebitis along the course of the veins was recognizable 
in the form of dull reddish bands extending down the thighs and below the knees, 
directly to the regions of the involved skin. The same sclerosing solution subse- 
quently was injected into the rest of the veins that had not been obliterated by 
injection at the time of operation. A soothing ointment was applied to the regions 
involved by neurodermatitis, and when the scales had disappeared it was possible 
to inject the sclerosing solution into the veins lying directly under these portions. 

By the fourth postoperative day definite paling of the dermatitis was evident 
and the patient stated that the itching had been alleviated. By the tenth post- 
operative day it was no longer necessary to apply ointment to the regions of neuro- 
dermatitis and the itching had ceased entirely. Except for moderate residual 
thickening and slight discoloration (B in illustration), the skin appeared to be 
normal, and the patient was dismissed. 


COM MENT 


In all cases in which lesions of the neurodermatitic type are limited 


to the lower extremities, the possibility of the presence of incompetent 
superficial veins should be considered, and adequate palpation and _ per- 
cussion tests should be carried out as diagnostic aids when the affected 
veins are not obvious. 






























LESIONS IN PITYRIASIS ROSEA 





ORAL 








SIGMUND S. GREENBAUM, M.D. 


PHILADELPHIA 








There are no clinical reports on the presence of oral lesions in 
patients with pityriasis rosea. However, such lesions have been observed 
and reported at meetings of some American dermatologic societies. 

Soth Wile ! and Hazen * have described oral involvement in pityriasis 
rosea. However, Guequierre * appears to have been the first to present 
before a dermatologic society patients showing concomitant oral lesions. 
Rosen * has observed lesions on the tongue. 

It is not generally known that the cutaneous lesions of pityriasis 
rosea may be accompanied by oral lesions. Such lesions are symptomless 
and usually insignificant but apparently may occasionally, as in the 
present instance, be extensive. The oral lesions of pityriasis rosea are 
not present during the entire course of the disease, but it appears that 
they are more apt to be seen during the height of the disease. As a 
rule only solitary lesions are observed, and they persist several days to 
a week. Solitary lesions observed by me have consisted of hemorrhagic 
pinpoint-sized to pinhead-sized lesions located on the buccal mucosa. 

Within one month I have observed oral lesions in 4 patients with 
pityriasis rosea. The first 3 patients presented solitary pinhead-sized 
deep red henirrhagic macules on the buccal mucosa in the region of 
the rear molars. These persisted from several days to a week (in 1 case) 
and did not develop eroded surfaces but gradually faded away. I had 
previously seen, after Guequierre’s original observation, several other 
patients with pityriasis rosea and similar oral lesions but in each instance 
believed the lesions to be of traumatic nature. I am now convinced that 
they represent a transitory oral exanthem of pityriasis rosea. In the fourth 
patient, the oral lesions were so numerous that the case seemed worthy 
of clinical record, if only to corroborate Guequierre’s observations. 
f oral lesions, it would seem as if the clinical 


From the viewpoint « 
picture of pityriasis rosea is changing, as it is difficult to believe that the 


1. Wile, U. J., in discussion on Shaffer, L. W.: A Case for Diagnosis 
(Pityriasis Rosea?), Arch. Dermat. & Syph. 25:766 (April) 1932. 
2. Hazen, H. H., cited by Andrews, G. C.: Diseases of the Skin, ed. 2, Phila- 


delphia, W. B. Saunders Company, 1938, p. 221. 

3. Guequierre, J. P.: Pityriasis Rosea, Associated with Oral Lesions, Arch. 
Dermat. & Syph. 38:159 (July); 262 (Aug.) 1938. 

4. Rosen, I., in discussion on Sobel, N.: Pityriasis Rosea with Vesicles. 


Including the Face, Arch. Dermat. & Syph. 38:466 (Sept.) 1938. 
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past masters of dermatology would have failed to observe such lesions 


had they been present. 
REPORT OF A CASE 

The patient, a white married woman aged 29, a housekeeper, was first seen 
on March 19, 1941. A number of pink spots had developed on the flexor surface of 
her right forearm some three weeks previously. A few days later new lesions 
had developed on the left arm, trunk and thighs. 

At the time of consultation she presented numerous discrete split pea—sized 
and slightly larger rounded maculosquamous lesions and an occasional pink to 
tawny colored smooth maculopapular lesion. Evidently those on the thighs were 
still active, whereas those on the forearms appeared to be resolving. There was 
some pruritus. The face, neck, hands, legs and feet were spared. 














At least six rounded sharply defined hemorrhagic macules of various sizes can 
be observed on the right buccal mucosa. The thumb (A) everting the cheek 
conceals four or five other lesions. Several invisible lesions are farther back on 


the mucosa. 


On the right buccal mucosa were about twelve variously sized, sharply defined, 
subjectively symptomless, deep red, hemorrhagic, rounded, noneroded macules. 
On the left buccal mucosa in the region of the rear molars there were two 
such lesions. When she was seen twenty-eight hours later most of the lesions 
had faded slightly, but they were still present to a moderate degree one week 
later. The scaly character of the surfaces of many of the cutaneous lesions 
and the location of the oral lesions tended to exclude syphilis. Likewise, the 
lesions were too intensely red to be mistaken for macular syphilids. However, 
serologic studies for syphilis were made, and the reactions were found to be 


negative. 
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Note—By April 2, a large number of the old lesions had resolved, but many 
new ones had appeared. Here and there a few of the lesions were distinctly 
Some lesions had developed on the dorsal surfaces of the hands, and 


papular. 
there were two pinhead-sized erosions on the left buccal mucosa. 
By April 9, the cutaneous lesions were rapidly disappearing. The oral lesions 


had disappeared except for a lentil-sized hemorrhagic spot on the right buccal 


mucosa. Some cutaneous lesions, although resolving, were still present on April 23, 


when the patient was last observed. 





DERMATITIS HERPETIFORMIS IN AN INFANT 


REPORT OF A _ CASE 


DONALD J. WILSON, M.D. 


OMAHA 


In certain cases of pemphigus vulgaris and of dermatitis herpeti- 
formis the disease cannot be definitely diagnosed without years of 
observation. Some authors have stated that the mucous membrane is 
spared in dermatitis herpetiformis; however, authenticated cases have 
been reported in which there were oral lesions. Patients with dermatitis 
herpetiformis notoriously do not tolerate iodine well, either administered 
by mouth or used in a patch test (50 per cent potassium iodide in 
petrolatum), although the reaction to the test is not always positive. 

Dermatitis herpetiformis in children has been reported. Gardiner 
cited Knowles! as giving the following differences between dermatitis 
herpetiformis in children and in adults: (1) Itching is not so severe 
in children (50 per cent); (2) decided multiformity of eruption is 
usually absent in children (20 per cent); (3) grouping of the lesions 
is seldom found under puberty (30 per cent), and (4) pigmentation 
as a sequel is less frequent in children (25 per cent). 

The cause of dermatitis herpetiformis is not known. Dostrovsky, 
Gurevitch and Ungar * and others have described it as infectious, prob- 
ably caused by a filtrable virus. Sulzberger * stated the belief that the 
disease is possibly allergic. The present case is interesting as regards 
these two theories. 

In discussion of the case of a 7 year old boy presented by Weber,' 
Whitfield considered the eosinophilia (22 per cent eosinophils) as diag- 
nostic of dermatitis herpetiformis as opposed to pemphigus. MacLeod, 
discussing the same case, stated that he had reviewed all the cases in 
the Proceedings of the Royal Society of Medicine up to 1914 and had 
found about 70 cases in children, in only 6 of which was the age under 
6 years and in only 1 of which was itching mentioned as a symptom. 
He concluded that dermatitis herpetiformis is exceedingly rare in 
children. 


1. Knowles, cited by Gardiner, F.: Brit. J. Dermat. 21:237, 1909. 

2. Dostrovsky, A.; Gurevitch, I., and Ungar, H.: Brit. J. Dermat. 50:412, 
1938. 

3. Sulzberger, M. B.: Dermatologic Allergy, Springfield, Ill., Charles C. 
Thomas, Publisher, 1940, p. 83. 

4. Whitfield, in discussion on Weber, F. P.: Proc. Roy. Soc. Med. (Sect. 
Dermat.) 241:173, 1927. 
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Cathala and Oliver ® reported the condition in an infant of 4 months. 
While the eruption described was consistent with the diagnosis of 
dermatitis herpetiformis, there was no eosinophilia of the vesicle fluid 
and no increase of eosinophils in the blood. Most authors consider a 


moderate eosinophilia at least as one of the most frequent symptoms 


of dermatitis herpetiformis. No biopsy study was made in the afore- 














Fig. 1—An infant with dermatitis herpetiformis, showing (4) definite grouping 
of the deep vesicular lesions on the lateral surface of the leg and (B) grouping of 
the deep vesicular lesions, the linear characteristics of some of them and the band 
of normal skin extending from the heel to the buttock. 


mentioned case report, and it is doubtful if this case was one of true 
Duhring’s disease. 
REPORT OF CASE 


History.—K. S., a white female infant, came under my care at 14 days of age 
because of an eruption involving the medial and lateral surfaces of both legs, 


5. Cathala, J., and Oliver, H. R.: Bull. Soc. de pédiat. de Paris 25:369, 1927. 
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the buttocks, both forearms and the lateral surfaces of both arms. Except for 
the eruption the body seemed normal. 

There was no family history of eruptions except exanthems. The patient’s 
father and his sister had hay fever. A maternal aunt had asthma. The 
patient’s father had colic in infancy. One sister, 2 years old, was well and 
healthy, and there was no history of attacks of colic. 

The mother was well during her entire period of gestation. No sedatives 
or laxatives were given until delivery. The delivery (low forceps) was normal. 
The vernix was removed with Mennen’s antiseptic oil,6 and the body was 
anointed with 2 per cent ammoniated mercury ointment. Within twenty-four 














Fig. 2—Photomicrograph showing some infiltration throughout the corium with 
marked perivascular infiltration composed of round cells and numerous leukocytes, 
most of which are eosinophils. 


hours a generalized erythema appeared. This began fading the next day and 
had completely disappeared in five days. About sixty hours after birth there 
appeared on the medial and lateral surfaces of both legs and on the buttocks, 
the forearms and the lateral surfaces of the arms a patchy vesicular eruption. 
Calamine lotion was used by the pediatrician, with little effect. The patient was 


6. According to the manufacturer this oil consists of refined sesame and olive 
oils and liquid petrolatum, to which, after steam sterilization, are added a negative 
catalyst (to prevent acidity) and chlorobutanol and benzoquinoline (as antiseptics). 
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No supplementary feeding except dextrose 
The patient was dismissed from the hospital on the twelfth 


put to breast every four hours. 
solution was given. 


day. 
I first saw the infant on the fourteenth day after birth and returned her to 


the hospital. The stools had been normal. The child had taken food well, had 
gained normally and appeared healthy except for an eruption which was limited 


to the aforementioned areas. 
Examination and Course.—The eruption was patchy in distribution and defi- 
nitely herpetiform, with some annular and gyrate configuration, and the vesicles 
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Fig. 3—Photomicrograph showing dense infiltration in certain papillae and 
interpapillary pegs, with destruction of the basement membrane. There are pene- 
tration of the entire epidermis by round cells and eosinophils and intense edema. 
Several vesicles in various stages are shown; some of them are almost packed 


with eosinophils. 


were thick walled. Two unusual features were a definite linear distribution 
of some of the lesions and a band of normal skin on the flexor surfaces of the 
legs extending from the heel to the lower border of the buttock. 

Boric acid wet dressings were applied, and in a few days the eruption became 


much less active. Calamine lotion was then used. Subsequent outbreaks never 





62 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


involved other than the original areas and the attacks in general seemed to 
diminish in severity. 

The infant was under hospital care for thirty-one days. During this time she 
took her feedings well, gained weight normally and was not undul ‘ussy at any 
time. It seems improbable that she had much itching. During t time there 
were three distinct exacerbations of the eruption. The eosinophil count was 21 
per cent on entrance to the hospital, reached a peak of 59 per cent and was 
36 per cent on dismissal. 

Tests of the stool gave negative reactions for fat. Urinalyses gave negative 
results except for revealing a slight trace of albumin on one occasion. Smears 
from vesicles showed numerous leukocytes, all eosinophils. Roentgen examination 
of the body showed no calcium plaques in the muscles or in other soft tissues. 
Patch tests with 50 per cent potassium iodide ointment gave negative results on 
two occasions. The mother’s blood cell count was checked again and was normal. 

Diagnosis—A clinical diagnosis of dermatitis herpetiformis was made, and 
tissue for biopsy was obtained. 

Microscopic Examination.—The cutaneous surface showed numerous areas of 
solution of continuity adjacent to which the pegs were thickened and elongated. 
There were numerous mitotic figures throughout the epidermis, especially in the 
basal cell layer. In the corium there was some increase of connective tissue, 
and the entire layer was diffusely infiltrated with leukocytes, most of which were 
eosinophils. Eosinophilic infiltrate was particularly evident about the blood vessels 
and in many of the papillae. Edema was pronounced in the end of most papillae 
and in the tips of many interpapillary pegs. There were numerous intraepidermal 
vesicles in various stages of development, and some of them were packed with 
eosinophils. The sections were shown at the round table discussion on pathology 
at the meeting of the American Academy of Dermatology and Syphilology in 
Chicago by Dr. Hamilton Montgomery. There was general confirmation of the 
clinical diagnosis. 

Additional Data——At the time of writing the child still (six weeks after dis- 
missal) shows some herpetiform eruption, and there is hyperpigmentation in the 
formerly involved areas. 

SUMMARY 


Dermatitis herpetiformis in children is not common. It is extremely 
rare in children under 6 years of age. 

A case in infancy is reported with the eruption appearing at the age 
of 3 days. This child is apparently the youngest patient with the disease 
recorded in the literature. 

The eosinophil count in this case ranged from 21 to 59 per cent. 

This case lends weight to the theory of an allergic causation of the 
disease. 

The question of a possible precipitating factor in the form of an 
antiseptic oil or ammoniated mercury ointment cannot yet be determined. 


Note.—Eight weeks after this report was submitted for publication 
the child’s skin was normal in appearance and all excess pigmentation 
had disappeared. About two weeks later there was another outbreak. 








LEGAL ASPECTS OF PATCH TESTS 


G. DOWNING, M.D. 


BOSTON 


Among the legal questions which occasionally confront the derma- 
tologist who investigates cases of industrial disease for the Massachusetts 
Department of Industrial Accidents are those which arise when a patch 
test is performed that causes a severe and possibly disabling dermatitis. 
As a result of encountering such a case in my practice, I recently 
requested an opinion from the Massachusetts Industrial Accident Board 
regarding the liability of the physician to the claimant and to his own 
assistants ; the liability of the insurer to the claimant, the physician’s 
assistants and the physician, and the rights of the claimant over the 
physician, the latter’s assistants and the insurer. It should be men- 
tioned that the board’s reply was intended te furnish helpful informa- 
tion and not to set forth the law. The following is a brief history of 
the case and a digest of my correspondence with the board. 


On June 14, 1940 Mrs. F. at her employer’s request removed a ladder from 
under considerable brush. In so doing she was showered with a _pollen-like 
substance, which covered her head, face, neck and arms. She removed it soon 
afterward, but that night her face grew red and itchy and later burned. The 
next day it was swollen and there was an eruption. The patient received medical 
treatment and was confined to the house for seven weeks. Even after that time 
itching and burning continued, and red patches appeared on her face whenever it 
was exposed to heat. 

The patient was first examined by me on August 20. At that time her skin 
was normal except for a slight erythema of the face. She was accompanied by 
an inspector of the Massachusetts Department of Industrial Accidents, who brought 
with him specimens of four plants like those with which the patient came in 
contact and requested me to make patch tests with each. He was wearing gloves 
to protect himself from the plants, which he handed to my secretary. 

Patch tests were performed on the flexor aspect of the left forearm with a 
minute piece of each plant. Within a few minutes the patient complained of 
itching, and I observed an area of redness surrounding the test piece of a plant 
called by the patient a Chinese plant. Despite removal of the substance and 
cleansing with soap and water and alcohol, the redness continued to spread and 
covered an area 4 inches (10 cm.) square. The other patch tests were negative. 

On August 21 the patient returned with dermatitis of the left forearm. This 
followed the usual course of plant dermatitis, and after a course of observation 
and treatment, during which the patient continued to work at odd jobs, she-was 


discharged as well on September 20. 


While there is no question in my mind as to the value of patch 
tests, the results in this case have aroused my interest anew in certain 


legal questions to which such results give rise. Is one justified in 
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performing a patch test that may cause an aggravation or, if the patient 
is well, a new and disabling dermatitis? Is the one who requests 
the test or the one who performs it liable for such disability? If 
any of my assistants had contracted dermatitis from the plant, who 
would have been liable for their care? Should the consent of the insurer 
to the test be secured as well as that of the patient? Was I justified 
in undertaking treatment of the patient during the illness that ensued? 
Who should pay for this treatment, the state or the insurer? If the 
patient had been disabled by the dermatitis caused by the patch test, 
would she have been entitled to further compensation? In view of 
the request of the Massachusetts Industrial Accident Board that I “make 
appropriate tests,” would the board have been satisfied if I had decided 
without a patch test that the alleged irritant had caused the original 
dermatitis ? 

To my letter presenting these questions, the board replied that since 
in performing the patch test I was acting under appointment by an 
administering board with legislative permission so to appoint and since 
I had used a procedure generally endorsed by the medical profession, 
I should probably be immune from suit by the insurer and certainly 
immune from suit by the employee (as held by the Massachusetts 
Supreme Court in the case of Vatalero vs. Thomas, 262 Massachusetts 
383). The board pointed out that in view of its having appointed me 
my position was neither that of physician to the employee nor physician 
to the insurer. 

As to where the liability would have lain in the event that one of 
my assistants had contracted dermatitis, the board stated that it could 
not presume to answer. 

As to the employee’s right to further compensation for an aggrava- 
tion and extension of the original dermatitis, the board cited the funda- 
mental principle that the insurer is liable for all the consequences which 
flow “as a rational result” from the original injury. Among these 
consequences it included any conditions resulting from examination and 
treatment by any physician, whether impartial or employed by the 
employee or insurer, provided that these were properly conducted and 
were recognized procedures. 

In addition, the board observed that there are numerous experimental 
procedures in treatment other than patch tests. In this connection 
the Vatalero case was again cited in which it was held that an employee 
who receives compensation under the Workmen’s Compensation Act 
may not recover from a physician of the insurer for maltreatment, on 
the theory that the latter is a third party as to whom certain rights 
have been created under this act in favor of either the employee or 
the insurer under a privilege or option of election. On the other hand, 
the board referred to the case of Jordan vs. Orcott, 279 Massachusetts 
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413, in which the court held that an insurer who has paid compensation 
under the act may sue a physician (chosen by the employee) for 
negligent treatment, even though the actual compensation has been 
affected by consideration of the pain and suffering caused thereby. 
The right of an insurer to sue a negligent third person, the board added, 
is not derived from the employee but is a right expressly created by 
the legislature in the insurer’s favor. 

In connection with the board’s reply, a private legal opinion was 
solicited while the patient was still under treatment. This opinion was 
that there is no liability on the part of a dermatologist unless he is 
negligent in treatment and that he is therefore under no obligation to 
obtain permission to perform a patch test from any one. In the case 
of a subsequent eruption, it was held, the insurer would be liable for 
disability, if any, since examination by an impartial physician is pro- 
vided for under the Workmen’s Compensation Act. Should an assis- 
tant contract dermatitis, the opinion stated, the ordinary rule of negli- 
gence would apply; neither the board nor the insurer would be liable. 
Of course, if the physician were covered by compensation insurance, 
he would be protected by it. 

In conclusion, it appears that while the situation described is not 
covered by specific court decisions, the provisions of the Workmen’s 
Compensation Act and the ordinary rule of negligence in the common 
law furnish a reasonable amount of protection to the dermatologist, 
his assistants and the patient in the event of disability arising from 
a patch test. It is to be hoped that a similar test case will some time 
be carried to the Massachusetts Supreme Court so that a legal precedent 
for such situations may be established. 








Clinical Notes 


PITYRIASIS ROSEA 


Report of Three Cases in One Family, with Clinical Variations 
in Two of Them 


Tuomas H. Miter, M.D., Detroit 


The infectious transmission of pityriasis rosea is still an open question. The 
incidence of the occurrence of 2 or more cases in the same household is small 
compared with the total number of cases which have been reported. Niles and 
Klumpp! in a comprehensive review of the literature cited 35 cases. Of these, 
15 were reported by different observers, while 20 were observed by Butterworth.* 
In their own series of 219 cases no 2 patients were members of the same house- 
hold. Swartz * reported the disease in 3 members of his own family. It may be 
that occurrences of this kind are more frequent than the literature would indicate. 

The present report of 3 cases of pityriasis rosea in members of the same 
family is made because of the apparent rarity of such occurrences and because of 
the atypical clinical picture in 2 of them. 


REPORT OF CASES 

Case 1—C. D., a girl aged 12 years, was first seen on Nov. 1, 1939. She 
stated that five days previously she had first noticed a lesion on the right side 
of her chest and that three days later more lesions appeared on her trunk, arms 
and legs. Mild itching was present; she had no other symptoms. 

Except for having had the usual childhood diseases, the patient had always 
enjoyed good health. Her tonsils had been removed several years previously. 

On inspection the patient presented a generalized eruption on the trunk, the 
arms and the thighs. There were no lesions on the neck, the face or the scalp, 
and none were noted on the mucous membranes of the mouth. The peripheral 
lymphatic glands were not palpable. 

The individual lesions were discrete and had crinkling centers and pink, raised 
and scaling borders. They were 1 by 0.5 cm. in size, and on the shoulders and 
the upper portion of the back the long axis of each lesion was parallel to the lines 
of cleavage of the skin. On the right side of the chest was a lesion exactly 
similar in appearance except that it was twice as large as the others. 

Under treatment, the dermatitis underwent involution in about two weeks. 

Case 2.—O. D., a man aged 40, was first seen on Dec. 2, 1939, because of an 
eruption on the right lower quadrant of the abdomen, which had been present for 


1. Niles, H. D., and Klumpp, M. M.: Pityriasis Rosea: Review of the 
Literature and Report of Two Hundred and Nineteen Cases, in Thirty-Eight of 
Which Convalescent Serum Was Used, Arch. Dermat. & Syph. 41:265 (Feb.) 
1940, 

2. Butterworth, T.: Pityriasis Rosea: Clinical Varieties and Etiology. 
Pennsylvania M. J. 38:402, 1935. 

3. Swartz, J. H., in discussion on Niles and Klumpp.! 
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several days. There was no pruritus or other symptoms associated with the 
condition, and the patient was concerned only because of his ignorance of its 


nature. 
The patient had always been in good general health. His tonsils had been 


removed. 

On the right lower part of the abdomen there appeared an oval lesion, 4 cm. 
in length and 2 cm. in breadth. The center was yellowish brown, scaly and 
slightly depressed. The borders were raised, pink and scaly. There were no 
lesions on the mucous membranes of the mouth, and the remainder of the skin, 
including the scalp, was normal. None of the peripheral lymphatic glands were 
palpable. No new lesions developed, and the plaque on the abdomen disappeared 
under treatment in ten days. 

Case 3.—Mrs. B. D., aged 36, had a pruritic dermatitis on the neck and the 
right flank and in both axillas which had developed on Dec. 9, 1939. There was 
no history of any previous eruption except measles and chickenpox, which had 
occurred in childhood. Her general health was excellent, and she had under- 
gone no operations except a tonsillectomy. She had had one child, who was 
living and well. 

On examination, a patch of dermatitis, approximately 30 by 10 cm., with its 
long axis perpendicular to the spine, was seen in the right flank. It consisted 
largely of discrete oval lesions with yellowish, crinkly centers and raised erythe- 
matosquamous borders. At the periphery the lesions had become confluent, 
forming scaling plaques which had an urticarial appearance. The entire conforma- 
tion had a regular and roughly oval outline and a most bizarre appearance. 

Each axilla was covered with a squamous dermatitis with irregular, serpiginous 
borders which were only slightly raised. Nearby were a number of small, scattered 
lesions which were typical of pityriasis rosea. Similar lesions were present on 
the neck, while on the extensor surface of the left arm was an oval lesion, 2 by 
1 cm. in size. It had a yellowish pink, slightly depressed center and a raised, 
pink and scaling border. This lesion had appeared about four days prior to the 
development of the aforementioned lesions. The mucous membranes of the mouth 
were normal, and no lesions were found on the scalp. After three weeks of 
treatment, some furfuraceous scaling in the right flank was all that remained. 


COMMENT 

Three cases of pityriasis rosea occurring in one family within six weeks have 
been described. In no instance was there a history of new, unlaundered under- 
garments or other apparel having been worn, and in none had the patient worn 
clothing which had been stored for more than two weeks. Constitutional symptoms 
were absent both at the onset and during the course of the disease. 

In case 2 only one lesion was seen. This was clinically characteristic of a 
primitive plaque of pityriasis rosea. Apparently the generalized excrescence did 
not develop, but since the patient was not observed for two weeks after his initial 
visit, it may have been evanescent and have escaped notice. 

Case 3 presented an eruption which was atypical both in distribution and in 
clinical appearance except for the lesions on the neck. That in the axillas 
resembled seborrheic dermatitis and was in keeping with Vidal's description of 
pityriasis circiné et marginé. The large plaque in the right flank was most 
striking in appearance and seemed to fit best the picture of confluent pityriasis 


rosea gigantea of Darier. 
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SUMMARY 


Three cases of pityriasis rosea which developed in members of the same family 
within six weeks are described. 

In no case had the patient worn any new, unlaundered clothing or garments 
which had been stored for a considerable period. 

Tonsillectomy had been performed in each case. 

No lesions were found on the mucous membranes of the mouth or on the scalp, 
and the peripheral lymphatic glands were not enlarged. 

The primitive plaque alone was seen in case 2. The clinical picture was atypical 
in case 3. 





HERPES ZOSTER FOLLOWED BY CHICKENPOX 


Francis W. Lyncn, M.D., St. PAu 
Clinical Associate Professor, Division of Dermatology, University of Minnesota, 


and Dermatologic Consultant, Shriner’s Hospital for Crippled 
Children (Twin Cities Unit) 


A possible relation between varicella and herpes zoster is noted in most text- 
books, but the exact nature of this relation has not been proved. Bruusgaard 
discussed the clinical and theoretic considerations of this problem in detail a few 
years ago, and experimental studies were reviewed by Brain.2 The latter also 
performed original experiments which “indicate the close relationship and possible 
identity of the viruses of zoster and varicella.” As additional evidence of such a 
relation there are numerous reports of the appearance of both diseases in the 
same household, but the daily activities of most people are so intermingled that in 
most cases it is difficult to establish an epidemic relation which excludes all possi- 
bility of additional exposure to chickenpox in a third person. The following case 
is reported because chickenpox appeared in the wards of a hospital which had been 
quarantined for a time longer than the usual incubation period of chickenpox. 


REPORT OF A CASE 


On Nov. 9, 1940 I was called to see A. O., an 8 year old girl, who presented 
a typical eruption of herpes zoster of the right thoracic region; this eruption had 
appeared one or two days previously. Neither then nor later was a more general- 
ized eruption observed, nor was there any change in the course of a fever, with 
a daily temperature as high as 101 F. (rectal), due to an osteomyelitic abscess. 
The eruption followed the usual course, and by November 24 only crusted papules 
remained. 

Immediately after leaving A. O. I examined K. W., a 3 year old girl, who had 
been admitted to the same unit of the hospital on October 15 because of congenital 
dislocation of the hips. The patient was in a prone position, which resulted in an 
area of papular dermatitis on the chest due to pressure and to irritation from the 
bedding. This eruption was again examined ten days later, on November 19, when 
no other eruption was evident. Later that day the previously normal temperature 


1. Bruusgaard, E.: The Mutual Relation Between Zoster and Varicella, Brit. 
J. Dermat. 44:1 (Jan.) 1932. 

2. Brain, R. T.: A Relation Between the Viruses of Zoster and Varicella, 
Brit. J. Exper. Path. 14:67 (April) 1933. 
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rose to 100.2 F. (rectal), and on the following day a papular eruption appeared 
on the face and on the trunk. A diagnosis of chickenpox was made and was con- 
firmed by the subsequent changes in the eruption and by the development of 
chickenpox in other patients a few days later. 


COMMENT 


An outbreak of scarlet fever resulted in a modified quarantine of the Twin Cities 
Unit of the Shriner’s Hospital for Crippled Children on Nov. 1, 1940. After that 
date no visitors were allowed and no new patients were admitted. The chief 
interest of the case lies in the appearance of chickenpox twenty-one days after 
quarantine of the hospital. It is generally known that the incubation period of 
chickenpox is usually about two weeks and rarely exceeds seventeen days. General 
clinical experience is supported by two series of cases in which the average incuba- 
tion period was fourteen days; in no instance did the disease appear more than 
twenty days after exposure (Gordon and Meader,? 67 cases; Stimson,* 127 cases). 
Thus in the present case the time relation is fairly conclusive evidence that vari- 
cella developed as a result of exposure to herpes zoster. This sequence is par- 
ticularly likely since the period between the probable exposure and the appearance 
of chickenpox was thirteen days, the usual incubation period for the latter disease. 
The quarantine of the hospital excludes the probability of some other unrecognized 


source of the epidemic of chickenpox. 





3. Gordon, J. E., and Meader, F. M.: The Period of Infectivity and Serum 
Prevention of Chickenpox, J. A. M. A. 93:2013 (Dec. 28) 1929. 
4. Stimson, P. M.: A Manual of the Common Contagious Diseases, ed. 2, 


Philadelphia, Lea & Febiger, 1936, p. 226. 





DERMATITIS FROM USE OF AN ELECTRIC RAZOR 
MERLE W. Moore, M.D., PortLanp, Ore. 


There have been reported 3 cases of dermatitis caused directly by the mechani- 
cal contact of an electricerazor with the skin resulting in trauma and infection.+ 

Dermatitis indirectly due to the use of an electric razor is probably more 
common than has been realized. Two cases which I wish to report are typical. 
The histories are identical; so the cases may be described together. I wish to 
emphasize the fact that the circumstances under which the dermatitis occurred 
were the cause of the condition. 

One man had used an electric razor for three years and another for six years 
without any cutaneous disturbance. After constant use of the razor for years, 
the patients became so adept in the technic of shaving that a mirror was not 
needed. In order to save time in the morning, it became their custom to sit in 
the bathroom, read the morning paper and shave at the same time. 

In each a dermatitis developed about two weeks after this habit was estab- 
lished. There was decided itching and burning about the pubic region associated 
with erythema. The rash in 1 patient was confined to the pubic area, while in 





1. Shellow, H.: Dermatitis from the Use of Dry Shavers, J. A. M. A. 
110:1748 (May 21) 1938. 
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the other it not only involved the pubic area but extended well over the inside 
of both thighs. 

Neither patient suspected the cause of his dermatitis, and it was only after 
close inspection of the pubic hairs that clippings from the electric razor were 
revealed. In each case the eruption and itching disappeared in a few days after 
shaving was performed in a standing position. 

The cause of this dermatitis, I felt, was explained purely on a mechanical 
basis. The small sharp, bristly hairs from the razor caused a trauma to the skin 
with resulting erythema. The newspaper in each case acted as a funnel, deliver- 
ing the hair clippings to the thigh and pubic areas. 

It was called to my attention that “itch powder,” sold in stores in which jokes 
and tricks are sold, was nothing more than finely ground hair. On microscopic 
examination this powder appeared to be finely clipped hair. According to exam- 
inations of this material made at the Oregon State College by Professor Helen 
M. Gilkey and Dr. T. C. Liu,? this itch powder was nothing more than finely 
ground stringy hairs from the so-called velvet bean (Stizolobium). The best 
known variety is Stizolobium pruriens, grown in the tropics and commonly called 
cow itch. 

The human hair from the electric razor probably acts in the same manner as 
this itch powder, causing irritation and itching of the skin. 

There is no doubt that such a condition occurs frequently, and the diagnosis 
should be made without difficulty if the history concerning shaving habits is 
obtained and careful search is made for hair clippings. 


607 Medical Arts Building. 


2. Gilkey, H. M., and Liu, T. C.: Personal communication to the authors. 


DERMATITIS DUE TO NAIL LACQUER 
Mitton S. HartMANn, M.D., BrookLtyNn 


The following case is reported as another one of dermatitis due to nail lacquer, 
in which the lesions followed a somewhat typical pattern. 

M. G., a housewife aged 32, consulted me on Jan. 29, 1941 for an eruption 
which had been present for the previous nine months. It had appeared first on 
the eyebrows and upper eyelids and spread gradually to the cheeks and other 
neighboring parts. 

Examination revealed a patchy eruption of rosy hue, which was finely scaly 
and dry, with cigaret-paper-like wrinkling. It was present on the eyebrows, 
upper eyelids and right cheek, around the mouth and on the left side of the 
neck in somewhat linear formation. There was no involvement of the skin about 
the nails. 

The patient used cosmetics and perfumes liberally. Patch tests with all of 
these gave negative results except those with nail lacquer, which elicited a 3 plus 
reaction. 

Questioning revealed that the patient frequently sat with her elbows on the 
table, stroking her face and neck, especially with the right hand. This appar- 
ently accounted for the linear distribution of the eruption on the left side of 
the neck. 
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NEED FOR AN OFFICIAL WATER-SOLUBLE 
OINTMENT BASE 

To the Editor:—For several years I have keenly felt the lack of an official water- 
soluble ointment base. Because of this lack, it has been necessary to depend on a 
variety of proprietary and semiproprietary preparations or to have the local druggist 
make up one of the rapidly increasing number of such ointment bases. If this need 
were called to the attention of the committee on revision of the United States 
Pharmacopeia and of the National Formulary, I am sure that it would be given 
serious consideration. 

Even though there is a constant flux in the pharmaceutic chemistry of prepara- 
tions of this type, it should not be too difficult to devise a simple standard formula 
—or perhaps two, one of the jelly type and one of the vanishing cream type— 
which could be so used. 

I should like to suggest that all who are interested should write to you stating, 
even if briefly, their agreement with this idea, and you might perhaps use your 
good office in forwarding this suggestion to the proper committee. Now is the 
time to do it before the revisions are completed. Otherwise a number of years 
will elapse before the opportunity presents itself again. 


3ERNARD APPEL, M.D., Boston 


SARCOMA IN ORGANIZED HEMATOMA 


To the Editor:—In an article by Eller and Kest entitled “Sarcoma Arising In 
an Organized Hematoma Resulting from A Single Trauma” (ArcH. Dermat. & 
SypH. 43:813 [May] 1941) I am quoted as having reported that the lesion was 
a “blood sarcoma” (p. 815). This is a misquotation. If there is such an entity 
as blood sarcoma, I have never heard of it. The report was given over the 


telephone, and my interpretation of the slide was fibrosarcoma. 


. J. FRANK FRASER, M.D., New York. 

















Abstracts from Current Literature 


EpiIteEpD BY Dr. HERBERT RATTNER 


SYPHILIS OF THE EAR: A HIsTopATHOLoGic Stupy. Victor GoopHILL, Ann. 
Otol., Rhin. & Laryng. 48:676 (Sept.) 1939. 

Histologic study was made of the temporal bones of 16 persons with syphilis, 
half of whom had acquired syphilis, the others being infants who had _ been 
infected in utero. As a result the author concludes that there is no specific type 
of loss of hearing associated with syphilis of the ear. 

The following histologic changes were found constantly: (1) productive perios- 
titis, producing fibrosis, followed by ossification of the perilymphatic and endo- 
lymphatic channels (malformations of the bony channels are also produced) ; (2) 
bony abnormalities of the stapes, especially the footplate; (3) atrophy of the neuro- 
epithelial elements of the labyrinth; (4) lymphocytic infiltration of the cochlea 
and spiral ganglion (miliary gummas), and (5) vascular changes, consisting of 
diapedesis in prenatal syphilis and obliterative endarteritis in acquired syphilis, 

M. V. Miter, Philadelphia. [ArcH. OTOLARYNG.] 


THE TUBERCULIN PAaTcH TEST AND THE MANTOUX INTRADERMAL TEST. A. J. 

Pearse, R. I. Frrep and V. A. Grover, J. A. M. A. 114:227 (Jan. 20) 1940. 

Pearse, Fried and Glover tested 712 children with both the tuberculin patch 
test and the Mantoux test, using first and second strength purified protein deriva- 
tive. There was complete correlation of the results in 624 children (87 per cent). 
Sixty-seven children had positive reactions to the patch test and negative reactions 
to the Mantoux test, 21 had positive reactions to the Mantoux test and negative 
reactions to the patch test. The conclusion was drawn that the tuberculin patch 
test is as reliable as the Mantoux test and is the preferred method in large scale use 
of tuberculin tests, particularly for childrer. 


MANGANESE HyDROXIDE IN THE TREATMENT OF ACNE VULGARIS, PUSTULAR ACNE, 
FURUNCULOSIS, SYCOSIS VULGARIS AND PsorrAsis. M. SULLIVAN, J. A. M. A. 
114:246 (Jan. 20) 1940. 

Sullivan selected 43 patients with acne, furunculosis, rosacea and sycosis vul- 
garis and also 9 patients with psoriasis and administered to these colloidal man- 
ganese hydroxide. No effect was noted in the first group, but 4 of the 9 patients 
with psoriasis experienced complete or partial remissions of the disease during 
the course of treatment. Sullivan considered the results for all diseases to be 
unsatisfactory. : 


VENEREAL AND NONVENEREAL GRANULOMAS OF THE VULVA. E. von HAAM, 
J. A. M. A. 114:291 (Jan. 27) 1940. 


From a clinical and laboratory study of 155 cases of infectious granuloma of 
the vulva, von Haam found multiple etiologic agents responsible for the condition 
in 11 cases. Thirty-two (20 per cent) of the patients had lesions of the vulva 
caused by nonvenereal infections, such as tuberculosis and fusospirochetal, pyogenic 
and saprophytic infections. Von Haam stresses the value and importance of labora- 
tory aids, such as cutaneous tests, serologic examinations, bacteriologic investiga- 
tions and biopsies. Treatment should be deferred until a complete diagnosis of 
the lesion has been reached. 
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CuTANEOUS MANIFESTATIONS OF VITAMIN A DeFICIENCY IN CHILDREN. E. 
LEHMAN and H. G. Rapaport, J. A. M. A. 114:386 (Feb. 3) 1940. 


Lehman and Rapaport found clinical evidence of vitamin A deficiency in 9 
children, as evidenced by follicular horny papules, rough interfollicular skin, 
xeroderma, loss of hair and dryness and scaliness of the scalp. The diagnosis 
was confirmed by photometric studies. Immediate improvement in the results of 
visual tests was obtained in some children from single large doses of vitamin A, 
but for others prolonged intensive therapy was required. Maximal improvement 
of the skin was obtained with a daily dose of from 100,000 to 300,000 international 
units of vitamin A in from two to four months. The authors consider as synonyms 
the terms keratosis pilaris, lichen pilaris, tichen spinulosus and ichthyosis fol- 


licularis. 


GuMMA SIMULATING TUMOR OF THE CAUDA Egurina. B. S. Ray, J. A. M. A. 

114:401 (Feb. 3) 1940. 

Ray reports the case of a man aged 41 in whom there developed weakness of 
the right leg and intermittent pain radiating from the right sacral region down 
the back of the thigh and calf. This persisted for a year, and then the pain 
became more severe. About the same time urinary retention developed. A penile 
sore had been treated topically nineteen years before. Serologic tests of both 
blood and spinal fluid were reported to give negative results. A tentative diag- 
nosis was tumor. An exploratory operation revealed a yellowish white firm, 
rubbery tumor mass. Because of the inflammatory appearance of the region, 
syphiloma or tuberculoma was suspected. The biopsy failed to differentiate 
between these two diseases. The spinal fluid now showed a positive Wassermann 
reaction. Antisyphiliitc therapy brought about sufficient clinical improvement to 
make it necessary to urge the patient to continue treatment. 


CuTaNeous Mucor INFECTION OF THE Face. J. L. Wanbe and A. R. K. 
MattHews, J. A. M. A. 114:410 (Feb. 3) 1940. 

Wade and Matthews observed a patient who had two lesions on the right cheek 
having the clinical appearance of granuloma pyogenicum. A species of Mucor 
was isolated from the lesion on culture and was considered pathogenic. Prompt 
cure resulted from the use of iodide medication. 


DELAYED CUTANEOUS REACTION TO INTRADERMAL INJECTION OF BRUCELLERGEN IN 
Brucettosis. L. E. JANuary, and J. A. Greene, J. A. M. A. 114:486 
(Feb. 10) 1940. 


A positive reaction to the intracutaneous test with brucellergen usually appears 
in patients having brucellosis within twenty-four to thirty-six hours after injection. 
January and Green report a case of brucellosis in which a positive reaction did 
not develop until four days after the test dose of antigen. A second test was 
followed within a few hours by a positive reaction. 


DERMATITIS AMONG PLATE Printers. P. A. Neat, J. A. M. A. 114:558 (Feb. 
17) 1940. 


Neal investigated the reasons for the occasional development of dermatitis 
among a group of 318 plate printers and their 47 helpers. He studied their routine 
work and found that this required them to come in frequent contact with ink and 
gasoline, as well as with abrasives and cleaning agents. The ink is often rubbed 
into the skin. Of 18 plate printers who were given patch tests with thirteen 
different inks, 9 gave positive reactions. Of 33 plate printers who gave a history 
ot prior dermatitis, 4 reacted to patch tests. In the 70 control patients no positive 








ee ee 
SSO i pe rane 


} 
: 
F] 
' 
é 








74 ARCHIVES OF’ DERMATOLOGY AND SYPHILOLOGY 


reactions developed. Pathogenic fungi were isolated from the feet of over one 
third of the patients, but the etiologic significance of this observation was not 
established. Hygienic measures designed to promote cleanliness and absence of 
contact with the ink was advised by Neal as prophylactic treatment. 


KarayaA Gum (INDIAN GuM) Hypersensitivity. K. D. Figiey, J. A. M. A. 
114:747 (March 2) 1940. 


Figley points out that karaya gum is a common ingredient in wave set fluids, 
having almost supplanted flaxseed, quince seed, tragacanth and acacia. It is also 
frequently present in confections, hand lotions, laxatives, tooth pastes and salad 
dressings. Only recently has the allergenic property of karaya gum become recog- 
nized, and Figley reports 16 cases in which hypersensitivity was proved by positive 
reactions to a scratch test with the substance. In all but 2 cases there was a 
family history of allergy. There were 10 instances of dermatitis; in 3 cases the 
clinical diagnosis was generalized atopic dermatitis. Some patients reacted by 
the development of hay fever, asthma or gastrointestinal distress. 


SULFANILAMIDE IN THE TREATMENT OF CHANCROID. W. F. SCHWARTZ and 

H. E. Freeman, J. A. M. A. 114:946 (March 16) 1940. 

In the treatment of chancroid, Schwartz and Freeman compared the results 
of sulfanilamide in 37 patients with those of other methods in 60 patients. In the 
group treated with sulfanilamide healing was complete in from seven to twenty- 
three days, the average being fifteen and seven-tenths days. In the control group 
the average period of time required for healing was thirty-twe days. Chancroid 
of the penis and ruptured buboes were the lesions slowest to respond. 

Lewis, New York. 


ACUTE COCCIDIOIDOMYCOSIS WITH ERYTHEMA NoDOSUM IN CHILDREN. Haro rp K. 
Faper, CHARLES E. SmitH and Ernest C. Dickson, J. Pediat. 15:163 ( Aug.) 
1939, 

The authors describe an acute febrile disease caused by the fungus Coccidioides 
immitis. The disease is largely confined to the San Joaquin Valley in California, 
though sporadic cases have been observed in Arizona. Owing to modern condi- 
tions of travel and to migration of labor, the disease may be encountered any- 
where in the country. It is characterized by initial systemic symptoms similar 
to those of influenza, involving both the upper and the lower portion of the 
respiratory tract and commonly followed by erythema nodosum. The diagnosis 
is usually established by a positive dermal reaction to coccidioidin and by the 
finding of C. immitis in the sputum. This disease is common among children. The 
prognosis, in contrast to that of coccidioidal granuloma, which .is caused by the 
same organism, is favorable. 


IplopATHIC LIPEMIA WITH SECONDARY XANTHOMATOSIS, HEPATOSPLENOMEGALY, 
AND Lipemic ReTINALIS. MAx GoopMAN, Haro_tp SHUMAN and SOLL 
GoopMAN, J. Pediat. 16:596 (May) 1940. 

A case of a 1 year old infant with hyperlipemia, hepatosplenomegaly, lipaemia 
retinalis and xanthomatosis is presented. A detailed analysis of the serum lipids 
showed that the neutral fats were markedly elevated, whereas the phospholipids 
and total cholesterol were only slightly elevated. No serum lipase was present. 
The authors discuss the physiologic factors which control fat metabolism and the 
pathogenesis of hyperlipemia in the diseases in which it occurs. 

Ravn, Cincinnati. [Am. J. Dis. CHrLp.] 
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CLINICAL SIGNIFICANCE OF OrAL Lesions IN AcuUTE LEUKEMIA. WILLIAM C. 
Motoney, New England J. Med. 222:577 (April 4) 1940. 

The author states that oral lesions are common in cases of acute leukemia and 
lists the symptoms in the order of their frequency, viz., bleeding from the gurhs, 
swelling of the gums with pain in the jaw and infection of the gums with or with- 
out ulcerative stomatitis. Gangrenous stomatitis occurs especially in acute mono- 
cytic leukemia. 

" Two cases are presented to illustrate that oral lesions are often the first indica- 
tion of the disease. Three cases are presented which illustrate that oral surgical 
intervention often causes severe exacerbations and occasionally death. 

Emphasis is placed on regarding disease of the oral cavity not as an entity but 
as reflecting systemic disorders. Differential diagnosis is important, moreover, in 
order that early therapy may be instituted. 

ScHALL, Boston. [ArRcH. OTOLARYNG.] 


DERMATOMYOSITIS IN CHILDREN. QO. G. Hazet and W. M. Hutt, South. M. J. 

33:809 (Aug.) 1940. 

The authors report 2 cases of dermatomyositis with fatal termination. The 
patients presented similar involvement of the skin, muscles and heart. The authors 
discuss the rationale of adrenal cortex, helium and oxygen, histaminase and fever 
therapy. 

The problem of differential diagnosis is discussed. 

The condition is fortunately extremely rare. 

No form of treatment seems to be particularly successful. 

ScHLutz, Chicago. [Am. J. Dis. CuILp.] 


Cop Liver Or Dresstncs: THEIR Mope or Action. M. LICHTENSTEIN, Lancet 

2:1023 (Nov. 11) 1939. 

The local treatment of infected wounds, burns, ulcers, amputation stumps, 
osteomyelitis and some other conditions with dressings soaked in cod liver oil or 
covered with a thick layer of ointment containing in a neutral base (petrolatum) 
a large amount (25 per cent) of cod liver oil has come into prominence since the 
publications of Lohr in 1934. 

The striking results obtained by many authors with cod liver oil dressings 
are due, in some degree at least, to the bactericidal power of this substance. 
Irradiation of cod liver oil enhances this power. Furthermore, the oil is nonirri- 
tating to the tissues and supplies them with vitamins. 


TREATMENT OF BURNS AND SCALDS IN CHILDREN. WALLACE M. DENNISON, 
Lancet 2:1107 (Nov. 25) 1939. 

The routine treatment is described in detail. A special ward is kept at a con- 
stant temperature of 75 F. and fitted with electric cages to supply artificial heat 
to the patients. After the application of gentian violet to the cleansed area, tannic 
acid and silver nitrate are used together as coagulants. No dressings or cover- 
ings are placed over the coagulum. 

In the last five years this treatment has reduced the mortality rate from about 
19 per cent to about 7 per cent and has also resulted in a marked reduction in the 
incidence of toxemia and sepsis in children with burns and scalds. 


LANGMANN, New York. [Am. J. Dis. Curp.] 


He PorpHyrtnurtas. A. VANNoTTI, Paris méd. 2:261 (Nov. 4) 1939. 

The author gives an excellent discussion of the metabolism (normal and 
abnormal) of porphyrin. Of particular interest is the increase in porphyrin for- 
mation in cases of lead poisoning, in which the porphyrin is formed at the expense 
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of the hemoglobin. This may be the case also with other forms of poisoning 
(arsenic, aniline, phosphorus and mercury) and may occur during treatment with 
sulfanilamide. 

e 


DESQUAMATIVE ERYTHRODERMA OF INFANTS, WITH SPECIAL REFERENCE TO LEINER- 
Moussous Disease. P. LEREBOULLET, Progrés méd. 67:946 (July 1) 1939. 


Lereboullet points out that the desquamating erythroderma usually designated 
as Leiner’s disease was described by Moussous in France some years before 
Leiner’s classic description appeared. In contrast to Leiner’s opinion, the author 
does not feel that infants showing this condition should be taken off the breast. 
It seems to him that a satisfactory explanation of the condition has not been 
reached, although the infants whom he observed showed a high incidence of 
enterococci both in the stools and in scales from the skin. Conservative measures 
with attention to hygiene and a relatively low fat diet if the infant is artificially 


fed are advocated. Lestiz, Evanston, Ill. [Am. J. Dis. Curvp.] 


A CASE OF A SINGLE ORIENTAL BUTTON OF THE Lip: INOCULATION OF THE 
LEISHMANIASIS TISSUE INTO THE Eye oF A Doc. C. Tita, Arch. di ottal. 
45:86 (March-April) 1938. 

Tita reports a case of a single oriental button appearing on the upper lid of 

a 65 year old woman. Three months before examination a small red ulcer appeared 

on the outer third of the upper lid and was followed shortly by generalized swelling 

of the lid. One week before she was seen a serosanguinous exudate appeared. 

Hot compresses did not affect the lesion. Scrapings from the base of the lesion 

stained with Giemsa stain showed typical Leishman-Donovan bodies. Examination 

of smears of the circulating blood, of blood from the skin adjacent to the lesion 
and of the exudate gave negative results. Attempts to reproduce the lesions by 
inoculating the ocular tissue of dogs were unsuccessful. 


F. P. Gurpa. [Arcu. Opura.] 


CuTANEOUS XANTHOMATOSIS. M. K. Potano, Arch. f. Dermat. u. Syph. 181:139, 
1940. 

The author presents clinical and microscopic observations and the results of 
chemical studies of the blood of 44 patients with various types of xanthoma. 
Eleven patients with xanthoma tuberosum multiplex showed an increase in the 
cholesterol, phospholipid and total fatty acid content of the blood. The optimum 
therapy is a low fat diet without animal cholesterol, combined with administration 
of as much thyroid as the patient can tolerate. 

He also describes 4 cases of xanthoma disseminatum (lipoid granulomatosis) 
characterized by lentil-sized to pea-sized brownish yellow tumors irregularly 
scattered over the body. Microscopic examination revealed signs of inflammation 
in addition to deposits of lipoid and foam cells. The lipoid content of the blood 
was normal. No efficacious therapy is known. 

Xanthoma naeviforme designates the rare disease known as nevoxanthoendo- 
thelioma, characterized by a few solitary flat yellowish brown tumors up to 2 cm. 
in diameter scattered irregularly over the body, with a tendency to involve the 
eyelids. The lipid content of the blood is usually normal; the author’s patient 
showed an increase in the phospholipid content. 

Xanthoma urticatum is the name used to designate a condition in 1 patient 
which clinically simulated urticaria pigmentosa. Microscopic examination revealed 
no basophilic cells, but macrophages laden with fat were found. Blood lipids were 
normal. 

Twenty-seven patients with xanthoma palpebrarum were studied. At least two 
eyelids were involved with xanthomatous plaques in each instance. All blood 
lipid values were normal for 19 patients; for 5 one or more of the values was high; 
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for 1 the cholesterol content was high, and for another the ratio of the cholesterol 
content to the phospholipid content was high. The blood pressure was elevated 
in 9 of 15 patients. The author believes that patients with associated internal 
disease would tend to have a higher blood lipid value than those with xanthoma 
palpebrarum only. This difference would account for the discrepancy in the figures 
reported by various observers. Becker, Chicago. 


EpIrHELIAL CysTs OF THE SKIN. W. NURMBERGER, Frankfurt. Ztschr. f. Path. 
52:448, 1938. 


One hundred and seventy-eight epithelial cysts of the skin were examined; 121 
were epidermoid cysts, 40 were dermoids and 17 were classified as traumatic 
epithelial cysts. The author stresses the rare finding of a foreign body granuloma 
as a result of rupture of a squamous cell-lined cyst, with the presence of choles- 
terol crystals and xanthoma cells. Such a granuloma, termed lipophagic foreign 
body granuloma, has been described, according to the author, only three times. 
Simple epithelial cell hyperplasia and atypical proliferation of epithelial cells were 
present in 6 per cent of the cysts examined. Five benign squamous cell tumors 
were encountered. In 7 instances the author found squamous cell carcinoma arising 


in these cysts. O. Saputir. [ArcH. Patu.] 


SEROLOGIC AND ALLERGIC REACTIONS OF SCLEROMA AND ITs SPECIFIC MANAGEMENT. 
E. Neuser, Monatschr. f. Ohrenh. 74:58 (Feb.) 1940. 


Through complement fixation and agglutination, the specificity of the bacillus 
of scleroma can be determined, and it can be differentiated from other encapsulated 
bacilli. With the aid of specific antigens, an allergic reaction can be achieved in 
the patient with scleroma. The best method is intracutaneous injection. Not only 
localized but also generalized symptoms appear which indicate that the vaccine 
might be successful. The allergic reaction evidences a reddened edematous halo 
after twenty-four hours; this is followed after a few days by a hard circumscribed 
infiltration, which remains for three to four weeks. The chemical and radiation 
methods of treatment have been discarded. The modern treatment is injection of 
specific vaccine. First, the general condition of the patient must be improved; 
a gold compound (aurothiodextrose, solganol B) has rendered best service in this 
respect. As an introductory treatment, small doses of this compound (0.01 to 
0.25 Gm.) up to 2 to 5 Gm. total dosage are given. Then an autovaccine is used. 
The smallest amount of vaccine which still yields an allergic reaction is the initial 
dose, and the injection can be repeated in four to five days with slightly increasing 
doses. Constant watchfulness for local or generalized symptoms is required. 
Altogether, twelve to fifteen injections are given, and after six to eight weeks a 
second and if necessary a third combined gold and vaccine treatment is admin- 
istered. The best results are achieved with the use of specific convalescent serum, 
four to six intramuscular injections once a week in doses of 30 to 100 cc. Trans- 
fusions of blood from convalescent patients also give excellent results, but this 
treatment is hampered by the fact that the blood groups have to be alike. In the 
author’s opinion, the diagnosis and treatment of scleroma do not yield any more 


difficulties. LeperER, Chicago. [ARcH. OTOLARYNG.] 
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Multiple Epitheliomas Due to Arsenic. Presented by Dr. Joun 1). Ropcers 
(by invitation). 

A man aged 55, a bookkeeper, complained of an eruption on the forearms, 
the dorsal surfaces of the hands, the back and the legs. A lesion first appeared on 
the left shoulder about four years ago and spread until it is now 5 by 6 cm. in 
size. On the right knee is a nodular area 4 by 2.5 cm. in size. On both legs are 
well defined smaller firm nodular lesions surrounded by a raised erythematous 
brown border. There are many small ulcerated areas on the hands. The patient 
gave a history of medication with solution of potassium arsenite U. S. P. many 
years ago. 

The histologic examination showed a squamous cell epithelioma of the shoulder, 
grade 3, and a basal cell epithelioma of the scalp. The Wassermann reaction of the 
blood was negative. 

The treatment has consisted of electrodesiccation, application of solid carbon 
dioxide and cauterization with silver nitrate. 


DISCUSSION 

Dr. H. P. Jacosson: I think the diagnosis is correct concerning the lesion on 
the little finger. 

Dr. Paut Foster: This man has heen coming to the White Memorial Hospital 
clinic for the past four or five years. Most of the lesions are typical of multiple 
benign superficial epithelioma. One area on the back about two years ago appeared 
to be somewhat different from the rest and had a tendency to be cauliflower-like 
in appearance. Histologic examination of a section from this lesion showed a 
mixed cell epithelioma. The entire area was then removed. The lesion on the 
finger, which has failed to respond to treatment, could be a similar condition. 
It is my belief that a specimen should be taken from the finger for biopsy to 
eliminate the possibility of a malignant change. 

Dr. C. R. ANpErson: I should call the lesion on the little finger a pagetoid 
or Bowenoid type of epithelioma. Clinically, lesions of this sort which appear on 
the fingers always possess malignant potentialities. If the process on the finger 
does not clear entirely with deep and thorough electrodesiccation, I suggest 
amputation. 

Dr. THomas Nessit: There seems to be scarring of the interdigital space 
adjoining the finger. I thought that the area had been treated. 

Dr. Sau S. Rostnson: I recently had a patient with arsenical keratoses that 
involved a finger. Histologic examination of the lesion on the finger revealed 
it to be a squamous cell type of epithelioma. Removal with electrocoagulation 
was successful, and to date no recurrence or metastasis has taken place. 

Dr. H. C. L. Linpsay: A patient who had a basal cell epithelioma treated 
with solid carbon dioxide was subsequently treated with roentgen rays. The cos- 
metic result was satisfactory. However, an indurated spot showing no inflamma- 
tion and thought to be scar tissue persisted. Three years later the scar was 
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removed and sectioned for microscopic examination. Basal cell epithelioma was 
still demonstrable. It would seem advisable to remove such lesions surgically and 
subsequently treat the area with roentgen rays or radium in preference to solid 
carbon dioxide alone. When the latter is used one cannot be sure that all the 
pathologic tissue has been removed. 


A Case for Diagnosis (Urticaria Pigmentosa?). Presented by Dr. WALTER 
F. ScHwartz (by invitation). 


A. W., a boy aged 10 years, has had a recurring eruption on the face, neck 
and shoulders for one year. The lesions began as evanescent wheals that left 
brownish atrophic patches. New wheals may appear on new areas, but usually 
they appear in or near previously involved regions. A mild pruritus accompanies 


the lesions. 

On the forehead, temples and bridge of the nose is a diffuse violaceous to dusky 
red dermatitis with slight scaling and suggestive evidence of atrophy. A similar 
but small patch is also present on the right shoulder. Other lesions on the skin 
or mucous membranes have not been seen. When wheals are present they are 
definitely urticarial; they are about 0.5 cm. in diameter and persist for one or two 
days. Lymphadenopathy is absent. Darier’s sign is present. 

The microscopic examination of a wheal on the dorsum of the neck showed the 
following picture: The epidermis was normal. The papillary and deeper layers 
of the dermis had a loose stroma about the blood vessels in which there was an 
infiltration of round cells, eosinophils and a few large mononuclear cells. Some 
of the infiltration extended deep into the cutis. No mast cells were present. 

The treatment has consisted of the daily administration of 80 mg. of nicotinic 
acid and 20 units of a histaminase preparation (torantil). 

DISCUSSION 

Dr. Curis HALtorAN: I do not agree with the diagnosis of urticaria pig- 
mentosa, though I have no diagnosis to offer. Mast cells should be found micro- 
scopically if the disease is urticaria pigmentosa. There is definite atrophy in some 
of the lesions. 

Dr. Tuomas Nessit: I do not know what the condition is, but I had the 
impression that it belonged to the group of light-sensitive diseases. I do not 
think it is urticaria pigmentosa. 

Dr. SAut S. Rosinson: I suggest the diagnosis of poikiloderma of Civatte. 
The localization of the lesions on the face and the neck together with the pigmen- 
tation and the atrophy within the lesions warrants this diagnosis. Melanosis of 
Riehl is also suggested by the peculiar pigmentation and localization. I believe 
that an avitaminosis is the etiologic agent. I questioned the boy regarding his 
diet but could elicit no information of an imbalance of vitamins in his food. I never- 
theless suggest that this patient should be studied carefully as regards the possi- 
bility of an avitaminosis. 

Dr. MAX Popper (by invitation) : I think this condition is some kind of atrophic 
dermatitis. As far as the histologic picture is concerned, there are no accumula- 
tions of mast cells, which are characteristic of urticaria pigmentosa. 

Dr. Samuet Ayres Jr.: I felt definitely that some atrophy was present. When 
the patient was pricked with the point of a pin, he stated that he did not feel the 
prick as much in the involved area as he did in the normal skin. I suggest a 
possible diagnosis of leprosy of the neural type. 

Dr. WALTER SCHWARTz (by invitation): Needless to say, I was puzzled when 
[ saw this condition. At first I believed it to be pellagra and administered nicotinic 
acid. I saw the patient two weeks later, and urticarial lesions were present. 
Light sensitivity was suggested; so I ordered that a protective ointment be applied. 
The parents definitely think that when this ointment is not used the lesions flare 
up. The only feature that is not consistent with such a diagnosis is that lesions 
are developing on the covered parts. 
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Progressive Telangiectasia. Presented by Dr. Curis HALLOoRAN. 


Mrs. M. C., aged 50, has had diabetes mellitus and has been under insulin 
therapy for the past two years. Approximately two years ago she noted an 
eruption appearing first on the extensor surfaces of the forearms and then involv- 
ing the chest and upper part of the back. Recently lesions have appeared on the 
legs, thighs and arms. There are no subjective symptoms. 

The extensor surfaces of the forearms, the chest and the back present violaceous 
macules which on close examination are seen to consist of dilated capillaries. The 
color of the macules fades with pressure. Newer lesions are on the legs, thighs 
and arms. 

DISCUSSION 

Dr. H. C. L. Linpsay: Atrophy and keratosis developed in a patient whom 
I saw recently suffering from a similar progressive telangiectasia. 

Dr. Max Popper (by invitation): I feel that, besides the enlargement of these 
capillaries, a slight keratosis is also present. I should like to see the patient 
again after a couple of months. 

Dr. H. P. Jacosson: I should like to see the patient ten years hence. 

Dr. Invinc BANcROoFT: It seems to me that the condition in this case resembles 
purpura annularis telangiectodes (Majocchi’s disease). 

Dr. JuLtius Scuo.tz: Telangiectasia around the neck is seen frequently in 
fair-skinned women, and in this case the condition may be exaggerated. 

Dr. Paut Foster: This woman has a condition almost identical, except for 
its clinical application, with that of an intelligent Spanish girl whom [| treated. 
What appeared to be telangiectasia of the arms and legs developed in my patient 
after the removal of both ovaries. The patient presented here tells me that she 
stopped menstruating two years ago, and, according to her history, the eruption 
began almost at the same time. It would seem to me there was some connection 
between the interruption of the menstrual cycle and the development of the 
telangiectasia. 

Dr. Netson Paut Annerson: I have seen conditions somewhat similar to this 
but not with as widespread distribution. They were in patients presented before 
the San Francisco Dermatological Society (Torrey, F.: Cushing’s Syndrome, 
ArcH. Dermat. & Sypn. 38:490 [Sept.] 1938). Also, there was a similar case 
reported some time ago (Edel, K.: Superficial Telangiectasis on the Lower Part 
of the Legs, Brit. J. Dermat. 38:112, 1926). Just what the relation of the diabetes 
is to the telangiectasia in this case is extremely problematic. I think it would be 
worth while to have the patient’s blood pressure determined. It is strange that 
in practically all the cases of this type that have been reported the patients have 
been women, There may be a definite endocrine factor as an etiologic basis for 
this eruption. 

Dr. Curis HALLORAN: This patient also has arthritis. I do not know whether 
or not the arthritis and the diabetes are contributory to the telangiectasia. 


Familial Benign Pemphigus. Presented by Dr. Curis HALLORAN. 


C. B., a man aged 28, has had an eruption on the neck and back and in the 
axillas for nine years. At no time since the appearance of the eruption has the 
patient been free of lesions. There is no history of a similar eruption in any other 
member of his family. When he was first examined, in July 1940, the sides of 
the neck presented palm-sized patches of scaling, erythema and weeping. There 
was marginal crusting. Similar lesions were present in the axillas and on the 
upper part of the back. The lesions now appear serpiginous in configuration. 
There is constant pruritus 

The Wassermann reaction of the blood was negative. The histologic examina- 
tion of tissue from the margin of the lesion on the left side of the back showed 
intraepidermal vesicles and bullae with dyskeratotic cells at the margin of the 
vesicles and bullae. These dyskeratotic cells resembled those seen in keratosis 
follicularis. There was edema of the prickle cells. 
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DISCUSSION 

Dr. KenpAL Frost: I agree with the diagnosis. There are several different 
syndromes with lesions of this type that have been given various names in the 
last two years. I have a patient whom [ have been watching for many years. 
I was interested to learn when Dr. Ormsby was here last winter that he believed 
that this type of eruption was a definite disease which was not pemphigus. 

Dr. Saut S. Rosrnson: I have had 2 patients, a brother and a sister, in the 
past few years who had a recurrence of this type of condition. It responds favor- 
ably to intravenous calcium therapy. I consider the disease to be of internal toxic 
origin. 

Dr. NELSON Paut ANDERSON: I think the condition in this case is a definite 
clinical entity. Contrary to some views that have been expressed, my opinion is 
that the microscopic picture is characteristic and that it only superficially suggests 
keratosis follicularis. 

Dr. Curtis HALLorAN: Hailey and Hailey (Familial Benign Chronic Pem- 
phigus, ArcH. Dermat. & SypH. 39:679-685 [April] 1939) first described this 
disease in 1939, At that time they presented a study of 2 cases in each of two 
families. Almost simultaneously Ayres and Anderson (Recurrent Herpetiform 
Dermatitis Repens, ArcH. Dermat. & SypuH. 40:402-413 [Sept.] 1939) presented 
a study of 5 cases of this same disease, 2 of which occurred in the same family. 
While there seems to be a tendency for the disease to be familial, apparently it 
may appear in only 1 member of a family. The microscopic picture is constant. 
Intraepidermal vesicles and bullae are observed, as in pemphigus, with dyskeratotic 
cells resembling those of keratosis follicularis at the margins of the vesicles and 
the bullae. 


Lupus Vulgaris. Presented by Dr. C. E. Counter. 


Mrs. M. R., a Jugoslavian aged 53, states that she noticed a pea-sized lump 
on the right cheek sixteen years ago and that it has since gradually increased in 
size to cover almost the entire right side of her face. In 1932 and 1933 treat- 
ments with roentgen rays and ultraviolet rays were received. The history and 
physical examination showed no evidence of pulmonary tuberculosis. 

There is a well defined patch on the right cheek extending from the hair line 
downward in front of the ear to a point approximately 1 inch (2.5 cm.) below and 
behind the angle of the jaw. The lesions extend forward from a point slightly 
behind the lower part of the ear to a distance of 3 inches (7.5 cm.), forming in 
this way an oval area of approximately 3 by 6 inches (7.5 by 15 cm.). The central 
portion is flat and smooth, while the margins are raised and red. In several places 
there are discrete pea-sized bright red papules. That portion of the margin on 
the upper and anterior part of the lesion and extending downward on the anterior 
edge to the part below the angle of the jaw is most raised and well defined. 

The laboratory examinations gave the following results: The Wassermann 
reaction of the blood was negative. The intracutaneous injection of old tuberculin 
in dilutions of 1: 1,000,000, 1: 100,000 and 1:10,000 elicited negative reactions. 
The histologic examination revealed numerous round granuloma-like structures 
in the corium composed of epithelioid cells, plasma cells and newly formed con- 
nective tissue cells. Many Langhans multinucleated giant cells were present 
between these granuloma-like structures. The microscopic picture was compatible 
with the diagnosis of lupus vulgaris. 


DISCUSSION 
Dr. A. FLETCHER HALL: I could not see any convincing evidence of lupus 
vulgaris. I could not demonstrate to my own satisfaction apple jelly nodules, 
and the scarring did not suggest lupus vulgaris of many years’ duration. How- 
ever, I did not examine the microscopic slide. 
Dr. Max J. WotrF: I thought that clinically the lesion was typically lupus 
vulgaris. I have not seen the microscopic section. 
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Dr. Curis HALLorAN: I agree with the diagnosis of lupus vulgaris. It is 
unusual to see lupus vulgaris in this part of the country. This case is only the 
fourth one of this disease I have encountered in Los Angeles in fourteen years. 

Dr. H. C. L. Linpsay: There is a tendency in the treatment of lupus vulgaris 
to use insufficient doses of ultraviolet radiation from a water-cooled quartz mer- 
cury vapor arc lamp. Considerable opposition to the intensive use of such radia- 
tion in the treatment of lupus vulgaris was published (Lindsay, H. C. L.: Intensive 
Water-Cooled Quartz Light Therapy, Urol. & Cutan. Rev. 30:589 [Oct.] 1926) 
in letters from physicians who feared permanent damage to the tissues. A com- 
mittee of physicians in Vancouver, British Columbia, Canada, superintended the 
administration of a one hour exposure of the skin of a blond person (area on the 
arm) to the rays of a new, active water-cooled lamp. Heavy pressure was main- 
tained during the treatment. Photographs were taken of the reaction produced 
at the end of this treatment, at four hours, twenty-four hours and forty-eight 
hours and at intervals until the lesion healed without a scar, in about eight days. 
Had the test been made on a brunet, pigmentation would have remained for a 
long time. The only patient that I saw completely cured of her lupus vulgaris 
by the Finsen lamp in Copenhagen, Denmark, was one who told me that after 
the attendant had given her the routine treatment she had gone back and given 
herself an extra two hours’ exposure. She stated that she had become tired of 


improvements and wanted to become cured and claimed that the intensive dose 


accomplished this. 

A Case for Diagnosis (Erythroplasia of Queyrat?). Presented by Dr. 
Max J. WoLrFr. 

J. S., a Jew aged 37, noticed an eruption on the glans penis about five or six 
months ago. The lesions gradually spread backward to involve the shaft of the penis. 
When the first examination was made on May 23, 1940, two triangular dull red 
slightly elevated plaques were present on the corona. The bases of the triangles 
were parallel with the sulcus, and the apex pointed toward the urethra. This area 
gradually spread backward to involve the distal fourth of the shaft of the penis. 
There is now a fairly well defined slightly raised dull red plaque with scaling on 
the corona extending backward to the dorsolateral surfaces of the shaft. No 
subjective symptoms have been associated. 

The examination of the blood showed: 95.9 per cent hemoglobin, a color index 
of 87, 5,560,000 erythrocytes and 17,600 leukocytes, with 74 per cent polymorpho- 
nuculear leukocytes and 1 per cent stab cells. The urine was normal. The histologic 
examination showed a mild degree of hyperkeratosis in spots, with acanthosis. 
There was a round cell infiltration in the upper portion of the corium. 

DISCUSSION 

Dr. H. P. Jacosson: There are several features that speak against the diag- 
nosis of erythroplasia. To begin with, I do not believe that a case has ever been 
recorded in the literature of erythroplasia or epithelioma of any kind on the 
penis of a Jew. Clinically this condition does not have the aspects of malignancy. 
My diagnosis would be a localized psoriasiform lesion. 

Dr. Jutrus ScuoLtz: My limited experience with these lesions is that the 
diagnosis depends on the microscopic section. The last superficial plaque that I 
saw turned out to be an early epithelioma. 

Dr. Curis HALLoRAN: On the left side of the glans penis were depigmented 
areas apparently at the site of the former lesions that have cleared. Clinically this 
condition is psoriasis. 

Dr. A. FLETCHER HALL: Although the lesion suggested psoriasis to me, I could 
not understand how psoriasis would leave such a scar except as a result of destruc- 


tive treatment. I thought that possibly a diagnosis of lupus erythematosus could 


be considered. 
Dr. Max J. Worrr: I am glad that no one agrees with me in the diagnosis. 
The histologic section did not appear to be one that would suggest psoriasis. 
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A Case for Diagnosis (Cutaneous Torulosis?). Presented by Dr. Max J. 
Wo rr and Dr. Mitton O. Stout (by invitation). 


T. R., a white man aged 33, has had a recurrent asymptomatic swelling on the left 
side of the face for two years. The left eyelids have become involved during the 
past year, and the swelling is great enough at times to close the eye. In June 1940 
an impetiginous eruption was accompanied by swelling on the right side of the 
face. The disease is gradually spreading to other parts of the face, in spite of 
treatment. 

There are several quarter-sized to half dollar-sized erythematous superficial 
moist lesions on the right eyebrow and the left eyelid and at the right angle of the 


mouth. There is considerable edema of the eyelids with swelling of the cheeks. 


Repeated smears and cultures of material from the lesions showed only 
staphylococci and streptococci, except that on August 3 a single smear and culture 


revealed torulas. Cutaneous tests for torulas and animal inoculations gave negative 
results. The examination of the blood showed: 91 per cent hemoglobin and 6,550 
leukocytes, with 46 per cent polymorphonuclear leukocytes, 41 per cent lympho- 
cytes, 8 per cent mononuclear cells, 4 per cent eosinophils and 1 per cent basophils. 
The urine was normal. The Mantoux test showed negative reactions. Roentgeno- 
grams of the chest, teeth and nasal sinuses were normal. The histologic examina- 
tion revealed ulceration and nonspecific chronic inflammation. Torulas were not 
seen, 

The patient was hospitalized in March and improved under treatment with 
sulfanilamide (paraaminobenzenesulfonamide). From March 21 to May 28 the 
lesions received ten roentgen ray treatments of 75 r each. The lesions practically 
healed at that time. 

DISCUSSION 

Dr. H. P. Jacosson: Torula infection, as far as I know, is capable of pro- 
ducing a variety of clinical pictures and causing deep systemic involvement. I 
have seen a variety of these manifestations, including cutaneous and pulmonary 
types, but I have never seen any torula infection similar to the condition in this 
case. I do not know what degree of reliance should be placed on finding the 
organisms just once. I cannot imagine a torula infection being present for over 
two years without more serious results. Although the patient is beginning to com- 
plain of weakness, he shows no severe manifestations. I doubt that the condition 
is due to torula. 

Dr. C. Russert ANDERSON: Dr. Stout and I first saw this patient about a 
year ago. Eight months ago he had an erythematous swelling on the left lower 
eyelid, which was similar to the one he now presents on the right lower eyelid. 
He was hospitalized and given sulfanilamide, and the lesion disappeared like magic. 
About a month or six weeks later he came into the clinic with lesions that were 
suggestive of impetigo. However, they were accompanied by much more swelling 
than one associates with the usual variety of impetigo. I believe that this condition 
is one that is seen rarely in the Southwest. It is seen commonly in the Middle 
West and in the East. The patient has a decided susceptibility to the streptococcus, 
and I believe the entire picture is the result of a streptococcic lymphangitis. 

Dr. Kenna Frost: I do not think one can make any diagnosis from the 
results of sulfanilamide treatment as to the presence of a streptococcic infection, 
but I am inclined to agree with Dr. Anderson that the condition is a streptococcic 
lesion. 

Dr. Mitton O. Stout (by invitation): Roentgen ray treatment improved the 
condition about 40 per cent, and we would have liked to continue it longer. His 
lesions cleared after about ten treatments. Whether the healing was due to sulf- 
anilamide I do not know. Nevertheless, the eruption recurred later. 

Dr. R. F. WAKEFIELD (by invitation): I hope that the patient does not have 
torulosis. I have observed this condition in only 2 cases, at autopsy. In these 
cases the central nervous system was involved. If torulas can be cultured again, 
I think it would be extremely interesting to make such a diagnosis. 
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Dr. Saut S. Rosinson: There is no question regarding the presence of 4 
streptococcic infection; the streptococci may be only a superimposed secondary 
infection. There is one condition to consider in cases in which there is a weeping 
and oozing simulating impetigo, and that is the presence of a diphtheroid infection. 
I suggest a culture for diphtheria. 

Dr. H. C. L. Linpsay: It is important to keep cultures long enough to detect 
late-developing fungi. One culture which should have shown growth within ten 
days did not show the micro-organisms for fifteen days. 

Dr. Mitton O. Stout (by invitation): We realize that finding torula only once 
is not significant. The torula of importance is supposed to ferment sugars. That 
is one of the reasons we feel that it might be a contaminating organism. We have 
inoculated mice and a monkey. The organism did not ferment sugars, but this 
man had the swelling about a year before he had cutaneous lesions. There has 
never been any fever. We have not been able to improve the condition except 
when the patient was hospitalized. Dr. Kessel also feels that the condition is 
torulosis because the organism was found. 


A Case for Diagnosis (Keratosis Follicularis?). Presented by Dr. SAMvEL 
Ayres JR. 

Mrs. M. S., aged 27, has had an eruption limited to the dorsal aspects of the 
hands, the wrists, the forearms and the leg for ten years. The lesions first appeared 
after an attack of measles. New lesions have developed during the past few years. 
The areas consist of pea-sized to bean-sized brownish macules. There are a 
suggestion of atrophy, a definite stippled appearance and follicular hyperkeratosis. 

The histologic observations are inconclusive. The microscopic examination 
showed atrophy of the epidermis with hyperkeratosis, flattening of the rete pegs 
and what appeared to be intraepidermal and subepidermal vesicles. 


DISCUSSION 

Dr. Max J. Wotrr: I have no diagnosis to offer. I have not seen a condition 
like this one before. 

Dr. Cartes CaseKy: I should be inclined to classify this condition as a 
senile keratosis. The lesions are definitely scaly. 

Dr. Juttus ScHoittz: The only diagnosis that I could think of was some form 
of keratosis follicularis, but the microscopic picture did not look like a keratosis. 

Dr. Kenpat Frost: I thought the lesions were typical of keratosis follicularis. 
Solitary lesions are present in the web of the fingers. I should hesitate to make 
a positive diagnosis, however, without a typical histologic picture. 


A Case for Diagnosis (Fixed Drug Eruption?). Presented by Dr. NELson 
PauL ANDERSON. 


Miss E. K., aged 20, first noticed a dark brown spot on the front of the neck 
about seven months ago. Two months ago she was told that similar areas of 
discoloration were on her back. Similar lesions recently appeared in the right 
axilla. There is no history of the internal administration of medicaments. Exam- 
ination showed no fungi. The patient was given a test dose of phenolphthalein, 
without any visible effect on the lesions. 

Quarter-sized oval flat purplish macular lesions are on the anterior aspect of 
the neck. Two similar but smaller lesions are on the right side of the trunk 
below the axilla and on the middle part of the back. 


DISCUSSION 

Dr. Kenpat Frost: I feel that this condition is probably a drug eruption 
Sometimes it takes a long time to discover the drug which produces this type of 
eruption. Some of the members of the society remember the patient seen at the 
Los Angeles County Hospital with an eruption on his hand. There was no history 
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of the ingestion of phenolphthalein. A few weeks later the patient had a fresh 
attack, and this time he admitted that he had taken some headache pills and had 
a recurrence of the eruption. 

Dr. R. F. WAKEFIELD (by invitation): There is one feature to add to the 
knowledge of fixed eruptions. In persons of dark complexion the type of fixed 
eruption with various macules is not at all uncommon after the use of a bismuth 
compound. I do not know if a bismuth preparation was used in this case. One 
used to see these lesions often after the use of bismuth. 

Dr. M. J. Wotrr: I agree with Dr. Frost. This condition is some form of a 
fixed type of eruption. I cannot think of anything else that would produce such 
lesions. 


Alopecia with Positive Serologic Reactions for Syphilis. Presented by 

Dr. A. FLETCHER HALL. 

Mrs. G. H., aged 38, had a sore throat seven to ten days before her first 
examination, on July 26, 1940. At that time a round clean patch of complete 
alopecia about 3 cm. in diameter was present on the vertex of the scalp. There 
was evidence of beginning loss of hair over the entire top of the head. A few hairs 
shaped like exclamation points were seen at the edges and a few coarse long hairs 
near the center of the bald spot. A diagnosis of alopecia areata was made. The 
patient was given treatment with ultraviolet radiation from a water-cooled quartz 
mercury vapor arc lamp and 1 cc. of anterior pituitary extract intramuscularly. 
A reexamination four days later showed'a more noticeable loss of hair in general 
and a moth-eaten appearance suggestive of syphilitic alopecia. The dermatologic 
examination of the surface of the whole body with and without ultraviolet radiation 
filtered through Wood's glass revealed no eruption. The mucous membranes were 
normal. There was no adenopathy. The Wassermann, Eagle and Kline tests of 
the blood showed strongly positive reactions. 


DISCUSSION 

Dr. WALTER SCHWARTZ (by invitation): I believe that this condition is not 
too extensive for syphilitic alopecia. I have a case on record, with photographs, 
in which the alopecia was more pronounced. There was no moth-eaten appearance 
such as one sees in syphilitic alopecia. The response to antisyphilitic therapy was 
dramatic. The girl’s hair grew back heavier than it was prior to the alopecia with 
less than ten months of treatment. 

Dr. H. C. L. Linpsay: The Wassermann test should be performed in every 
case of alopecia. Neoarsphenamine has curative qualities when used in the treat- 
ment of alopecia areata regardless of whether or not the condition is due to 
syphilis. The treatment of alopecia areata with roentgen rays is discouraged in 
almost every textbook on roentgenology, but I value highly the use of small doses 
of roentgen rays totaling less than an epilation dose. Syphilis may cause total 
alopecia. A patient who did not know that she had syphilis until a Wassermann 
test of her blood gave a positive reaction had total alopecia for three years. Two 
intravenous injections of neoarsphenamine caused her hair to return with great 
rapidity. 

Dr. KenpaL Frost: I agree with the diagnosis as presented. Alopecia 
areata coincidental with a positive serologic reaction for syphilis is occasionally 
observed, 

Dr. Irvine BANcrort: I have observed many cases in which alopecia areata 
began during treatment with neoarsphenamine and a bismuth compound. In one 
of my cases treatment with a bismuth compound was stopped and the hair 
returned in about seven months, as it usually does. Then I gave one dose of the 
bismuth compound, and in two weeks the hair was gone from the same area that 
was originally involved by the alopecia. 
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Dr. A. FLETCHER HALL: The first lesion was definitely of the alopecia areata 
type and was almost immediately followed by generalized falling of the hair, 
producing the moth-eaten appearance suggesting alopecia syphilitica. No more 
areas suggestive of alopecia areata appeared. When the patient’s serologic reaction 
was found to be positive, antisyphilitic treatment was started. She was certain 
that after each injection of mapharsen she had a decided increase in the falling 
of hair. Does the woman have syphilis? No other evidence of it than the 
serologic reactions has been found, unless the alopecia be considered syphilitic. | 
have examined her carefully and find no stigmas of syphilis, congenital or acquired, 
Her husband’s Wassermann reaction is negative. 


Dermatomyositis. Presented by Dr. Netson PAuL ANDERSON. 

Miss J. A., aged 17, had some inflammatory lesions which developed in the 
axillas about two years ago. These gradually healed, but in the following months 
the skin of the trunk and extremities became firm and nonresilient. Hard areas 
developed on the hands, fingers and forearms, associated with redness and swell- 
ing of the eyelids. 

The dermatologic examination shows symmetric erythema and edema about 
both the upper and the lower eyelids. Atrophy of the muscles of the shoulder girdle 
is present. Areas of depigmentation are present in the axillas with hyperpig- 
mentation about the borders. Pigmentation is also present on the middle third 
of the arms. There is a moderate flexion deformity of the knee joints. All of 
the fingers are involved in a scleroderma-like process with erythema of the 
finger tips. 

DISCUSSION 

Dr. BEN NEWMAN: In addition to the muscular atrophy which the patient 
presents, the classic cutaneous features which the patient also shows are worth 
emphasizing. The peculiar edema and erythema of the eyelids, which is usually 
an early feature, is still present after two years. There is also a diffuse erythema 
on the flush areas of the face, and there are similar scattered patches on the 
neck. The fingers are cyanotic, which is probably indicative of the diffuse vascular 
disease responsible for dermatomyositis. Over some of the finger joints can be 
seen the atrophic spots which have been described as characteristic of the chronic 
stage. This patient presents practically all the cutaneous features which at one 
time or another have been associated with dermatomyositis and which on occasion 
have been responsible for confusion with other diseases. 


H. C. L. Linpsay, M.D., Chairman 
Saut S. Rosprnson, M.D., Secretary 


Nov. 12, 1940 


Xanthoma Tuberosum. Presented by Dr. BEN A. NEWMAN. 


Mrs. R. G., aged 40, states that about two years ago a small papule appeared 
on the tip of the left elbow. The lesion gradually increased in size and now 
appears as a solitary yellowish red hazelnut-sized firm nodule. On the left lower 
eyelid are six pinhead-sized flat flesh-colored papules. Medical examination 
showed no evidence of cardiac, hepatic or splenic disease. Roentgenograms of 
the chest were normal. The blood count was normal. Chemical examination of 
the blood showed: 93 mg. of sugar per hundred centimeters, 490 mg. of cholesterol, 
354 mg. of cholesterol esters, 4.6 Gm. of serum albumin and 2 Gm. of serum 
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globulin. The histologic examination showed typical xanthoma cells and Touton 
and foreign body giant cells. 
DISCUSSION 

Dr. NeLtson Paut Anperson: I believe that the diagnosis as presented is 
correct. 

Dr. J. Rocers (by invitation): I agree with the diagnosis of xanthoma. 

Dr. Saut S. Rosinson: I am interested to know if Dr. Newman studied 
the patient from the standpoint of cardiovascular pathologic changes or associated 
vascular disturbances. Such associations have been frequently noted. 

Dr. H. C. L. Lrnpsay: An important point to note is that there are several 
diseases simulating xanthoma that do not respond to irradiation, including 
cholesteatoma, osteoporosis circumscripta and osteomyelitis (Kellogg, D. S.: 
Am. J. Roentgenol. 44:396 [Sept.] 1940). 


Chronic Papular Urticaria. Presented by Dr. H. C. L. Linpsay. 

Mrs. J. H., aged 22, states that pruritic papules first appeared on her back 
in June 1940 and then spread to the legs and the right arm. The lesions on the 
back cleared and left scars, but discrete pruritic papules continued to develop on 
the right arm. These lesions also healed with resultant scarring. The involved 
cutaneous areas appeared to be artificially produced at times. The remaining 
lesions are circular and glossy and show a depression that appears as if the center 
had been picked out. A lesion on the side of the palm is circular and has a‘ 
small scaling center. The mouth is normal. Similar papules and scars are on the 
legs as high as the level of the buttocks. The basal metabolic rate was — 12 
per cent. The histologic examination showed a deep cellular infiltration of round 
cells compatible with a diagnosis of erythema multiforme, dermatitis herpetiformis 
or dermatitis artefacta. 

DISCUSSION 

Dr. SAaut S. Rospinson: I consider the diagnosis to be neurotic excoriations. 
There are no primary lesions of papular urticaria or lichen urticatus. A neuro- 
psychiatric examination should be made to determine whether or not any mental 
abnormality is present. 

Dr. Witt1AM H. GOECKERMAN: It is impossible to express a definite opinion 
in a case of this type after a brief inspection. My impression is that the lesions 
are neurotic excoriations and that the patient has some mental complex. 

Dr. A. FLetcHeR HALL, Santa Monica, Calif.: I think that one should consider 
the possibility of insect bites. I do not know whether the reaction in the center 
of the lesions is due to the bite of insects. 

Dr. Juttus ScHoitz: I think that the case is one of neurotic excoriations. 

Dr. H. C. L. Linpsay: The histologic examination shows that the inflamma- 
tion is deep in the corium. At first I thought that this patient was neurotic and 
was scratching her legs and creating these scars. But she seemed to improve 
greatly with the oral administration of repeated small doses of mild mercurous 
chloride and sodium bicarbonate. One lesion on the back of the left hand is large 
and purple and suggests a possible diagnosis of tuberculid. The microscopic 
section revealed no tuberculoid formation but only a deep small round cell 
infiltration in the corium. Such an observation does not indicate that the lesions 
are entirely due to excoriations. [| think that the patient suffers from a chronic 
papular urticaria. 

Dr. Curis HALLorRAN: Because of the pitted atrophic scarring on the lower 
parts of the legs, I believe that papulonecrotic tuberculid must be ruled out. 


Monilethrix in Brother and Sister. Presented by Dr. Netson PAUL ANDERSON. 
A boy aged 7 years and his sister aged 5 years have had a disease of the 
scalp for the past two and one-half years. The condition in the boy had become 
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progressively worse up to the past two or three months, and then a distinct 
amelioration occurred. The children’s great-great-grandmother wore a wig all 
of her life, and the children’s mother lost her hair at the age of 4 years, after 
an attack of scarlet fever. The mother’s scalp has not been examined, but she 
states that her hair is thin and only 4 or 5 inches (10 to 13 cm.) long. 

Examination of the scalp of each child reveals keratosis pilaris and a consid- 
erable thinning of the hair, especia!ly in the girl. The hair of the scalp is atrophic 
and is % to 1 inch (2 to 2.5 cm.) in length. Microscopic examination of the 
hair confirms the diagnosis. 

DISCUSSION 


(All the members agreed with the diagnosis as presented.) 


A Case for Diagnosis (Granuloma Inguinale?). Presented by Dr. Joun 

Rocers (by invitation). 

Miss F. D., aged 36, an artist, has had ulcers in the groin, on the labia and on 
the gums for three years. After a menstrual period three years ago she first 
noticed small painful ulcers on the labia and in the groin. This condition has per- 
sisted with periods of regression and exacerbation. Tenderness and itching of the 
lesions are associated with excessive perspiration. The examination shows an 
ulcer in the right groin with considerable granulation tissue and a thick yellowish 
purulent discharge. A small similar ulcer is located in the left groin. Several 
ulcerated lesions with a purulent base are present on the hard palate and gingivae. 
The Wassermann reaction of the blood was negative. Vaginal smears were nega- 
tive. Smears of material from lesions in the groin and from the mouth showed no 
acid-fast organisms. The Frei reaction was negative. The microscopic examina- 
tion showed a granulomatous ulcer. No organisms were observed. 


DISCUSSION 

Dr. SAMUEL Ayres JR.: I think that further study will have to be made to 
prove definitely a diagnosis of granuloma inguinale. The condition, however, is 
suggestive of this disease. 

Dr. Curis HaALtorAn: This type of case requires considerable study. The 
condition may be any one of the infectious granulomas. Because of the oral 
lesions, I believe it will prove to be tuberculosis. 

Dr. Saut S. Ropinson: I agree with the diagnosis of granuloma inguinale. 
In rare instances this disease has associated oral lesions. The inguinal glands are 
not involved; the entire involvement is cutaneous. Clinically, the lesions are 
certainly suggestive of granuloma ingu nale, and the oral lesions would tend to 
fit in with this diagnosis. 

Dr. Water F. ScHwartz (by invitation): I agree with Dr. Halloran. 
Because the vulvar lesions are associated with similar lesions in the mouth, one 
must think of ulcus vulvae acutum. This disease is common in virgins. It is not 
unusual to find oral lesions in cases of ulcus vulvae acutum. As far as the diag- 
nosis of granuloma inguinale is concerned, I observed a number of cases of this 
condition in Cleveland. I have not encountered a single case of granuloma 
inguinale in a white person. 

Dr. A. FLetcHer HAL: I cannot discuss granuloma inguinale and lympho- 
granuloma venereum with any degree of authority, but I do not believe that either 
diagnosis fits the picture in this case. I think that other fungating cutaneous 
diseases, such as pemphigus vegetans and dermatitis vegetans, which could cause 
such lesions in the groin and the mouth should be considered. 

Dr. H. C. L. Linpsay: Does anybody think that the lesions might have been 
artificially produced? 

Dr. Joun RocGers (by invitation): I selected granuloma inguinale, at least, 
as a tentative diagnosis until I could get some better evidence of another disease 
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causing this picture. I think the observations are consistent with the description 
of granuloma inguinale. I have not encountered many cases of this kind. The 
tenacity of the condition, having lasted three years, the granulomatous appearance, 
the location in the proper areas and the involvement of the mouth make me believe 
that the case is one of granuloma inguinale. I do not know what treatment has 
been given prior to about six weeks ago. Since then the patient has had three or 
four weekly intramuscular injections of bismuth subsalicylate (100 mg.) and 10 
drops of solution of potassium iodide N. F. three times daily. There has been 
no response to any therapy. For the last two weeks she has had eight tablets of 
sulfathiazole (2-sulfanilamidothiazole) daily, with no benefit to the lesions. 


Tinea Profunda of the Trunk. Presented by Dr. Samuet Ayres JR. and 

Dr. NELSON PAUL ANDERSON. 

C. K., aged 28, a carpenter, was first seen on Oct. 29, 1940, with a widely 
scattered eruption which began three weeks previously in the axillas and on 
the trunk. The lesions have since spread to the abdomen and the extremities. The 
eruption appeared a few days after he wore a new pair of white overalls. The 
examination at the time of the first visit revealed follicular pustular lesions 
involving the right eyebrow and the right preauricular regions. A few erythe- 
matous papular lesions were in each axilla, and lesions of this kind were scattered 
over the upper part of the trunk. Most of the eruption now involves the lower 
part of the abdomen, the upper inner aspects of the thighs and the perianal 
region. There are edema and boggy infiltration about the anus simulating deep 
abscesses. Microscopic examination of the hairs which were extracted with ease 
from the lesions on the trunk revealed chains of spores within the hairs and many 
hyphae. Myceliums and spores were also present in scales. Culture on Sabouraud’s 
media resulted in the growth of a fungus showing a central conical elevation 
surrounded by a granular white zone, which in turn was surrounded by a cottony 
material with a lemon yellow under surface. This was identified by Dr. George 
M. Lewis as a granular type of Trichophyton gypseum. Wet dressings with 
Alibour water (water containing zinc and copper sulfates) were applied to the 
lower part of the abdomen, to the groins and to the perianal region. Compound 
ointment of benzoic acid N. F. was applied to the less severely affected areas. 
One week later the eruption was greatly improved. 


DISCUSSION 

Dr. A. FLETCHER HALL: The case is interesting because of the formation of 
the lesions in groups which suggest a corymbose syphilid. If the fungus had not 
been isolated and if the condition were not responding to fungicidal treatment, I 
should consider the diagnosis of syphilis. 

Dr. SAMUEL Ayres JR.: This patient was first seen by Dr. Anderson. I 
did not have an opportunity to examine the original condition, but apparently 
it was much more inflamed than it is now. The eruption appeared suddenly and 
became widely scattered in a few days. We encountered a similar case about a 
year ago in which the condition was less severe and of much less limited extent 
and involved the hairs on the leg. Trichophyton purpureum was found in that case. 


A Case for Diagnosis (Lupoid Sycosis?). Presented by Dr. CLement E. 

Counter, Long Beach, Calif. 

Mr. G. J. T., aged 56, has complained of an “itching patch” on the back of 
the neck for the past twenty years. The lesion began at the time that the patient 
was wearing a blue denim work jacket which was usually greasy and which 
rubbed the back of the neck. He has suffered from hay fever and asthma for 
thirty years and from diabetes mellitus for the past three months. The Wasser- 
mann reaction of the blood was negative. Examination of the urine showed a 
positive reaction for sugar. The treatment consisted of the administration of 
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roentgen rays (150 r) twice during the past month. This was followed by about 
50 per cent improvement. 
DISCUSSION 

Dr. WILLIAM GOECKERMAN: I should say that this condition is a dermatitis 
papillaris capillitii. 

Dr. M. J. Worrr: I agree with the diagnosis. 

Dr. CLEMENT Counter, Long Beach, Calif.: I presented this patient because 
I thought the condition was somewhat different from ordinary dermatitis papillaris 
capillitii. Perhaps the disease is not so different in duration, but certainly it is a 
variant of sycosis vulgaris. 

Dr. I. BANcrort: I do not know exactly what this condition is, but I had it 
myself. I had a carbuncle that was followed by a deep chronic inflammation 
which resulted in small follicular lesions which were inflamed off and on for 
four or five years. 

Dr. JouN Rocers (by invitation): I noticed an interesting feature in this 
case. Little tufts of hair, as in paint brushes, with a keloidal appearance are 
present. I feel that roentgen rays should be administered further. 

Dr. NELSON Paut ANDERSON: I do not believe that this condition is a typical 
The condition is certainly not a lupoid sycosis, 


dermatitis papillaris capuillitii. 
The condition under discus- 


because the scarring from lupoid sycosis is atrophic. 
sion has been described under various terms, and although it is related to dermatitis 
papillaris capillitii, I believe it is not the same disease for three reasons: First, 
there is only one lesion with no satellites. Second, the pustular process is entirely 
peripheral. Third, one would expect that there would be more hypertrophic scar 
formation in a condition lasting twenty years. I think Dr. Counter is justified 
in presenting this case as an instance of a rare type of pustular infection occurring 


on the neck. 


Lupus Erythematosus in a Four Year Old Girl. Presented by Dr. SAMUEL 

AYRES JR. 

H. K., a girl aged 4 years, has had severe and frequent attacks of tonsillitis 
with high fever since she was a few months old. The tonsils were removed one 
year ago. Since then she has had frequent obstructions in the nose with the 
formation of heavy crusts and bleeding. The mother noticed that the nose is worse 
when the cutaneous lesions are prominent. The eruption on the face began when 
the patient was about 1 year old and has been steadily spreading. The lesions 
at times clear up, and the skin remains apparently well for several months at 
a time. The mother has noticed that the eruption is worse when the child is 
exposed to the sunlight. The lesions are limited to the medial portion of the 
cheeks and the bridge of the nose. They appear as discrete and confluent 
erythematous macules with slight fine scaling. A mild stippling is present in 
the lesions. 

DISCUSSION 

Dr. C. O. Woop (by invitation): This child is the youngest patient I have 
ever seen with lupus erythematosus. Her mother said that last year the child had 
lesions that looked like the present ones. The prognosis is probably poor. 

Dr. Curis HALLorAN: I agree with the diagnosis. 

Dr. BEN NEWMAN: I wish to disagree with Dr. Woods, who offered a poor 
prognosis for this patient. In the past year and a half I have had 2 patients with 
subacute and disseminated lupus erythematosus who were cured after the admin 
istration of sulfanilamide derivatives. In each instance there was an associated 
focus of infection. One patient was cured a week after the appearance of purpura 
on the inflammatory disease. The other patient had a long-standing history otf 
recurrent pansinusitis. In both patients the response to the drugs was striking 
in that the associated infectious process disappeared as rapidly as the lupus erythe 





SOCIETY TRANSACTIONS 9] 


In view of the accompanying infection in this child’s nose and throat 


matosus. 
I suggest the administration of large doses of sulfathiazole. 

Dr. WitttAM GOECKERMAN: I do not believe that this child has lupus 
erythematosus. According to the history, the eruption has been present for about 
three years. It completely disappeared, only to return. With three years’ dura- 
tion of a disseminate lupus erythematosus there should not be the excellent 
physical condition that the child presents. In my opinion, the condition is either 
a photosensitization akin to hydroa aestivale or—what is less likely—a food 
sensitization. I would not give the girl a particularly bad prognosis. 

Dr. SAMUEL Ayres Jr.: The eruption has improved a good deal, in com- 
parison with its appearance three weeks ago, when the lesions were much more 
characteristic of lupus erythematosus. One could see a definite stippled appear- 
ance. I did not see any atrophy. The lesions appeared in small areas at first, 
disappeared for months and then recurred. Each time the eruption recurs, it 
becomes more extensive and lasts longer. 

Dr. H. C. L. Linpsay: Ideas about what is and what is not lupus erythe- 
matosus may have to be revised. Recently I had an opportunity to examine 
the scales of 2 patients who had had lupus erythematosus on the face for ten 
years. Microscopic examination of the lesions showed that both patients had 
fungi in the scales. Whether or not the fungous infection was superimposed on 
the lupus erythematosus is unknown. I am convinced that some patients have 
clinical lupus erythematosus that is due to an avitaminosis. One finds on histologic 
examination of such patients that the picture does not tally with one’s conception 
of the histologic picture of lupus erythematosus. Photosensitive patients and 
patients with clinical lupus erythematosus have been shown to improve after the 
administration of nicotinic acid. I suggest giving the patient nicotinic acid. 


Acrodermatitis Chronica Atrophicans Complicated by Epithelioma. Pre- 
sented by Dr. H. C. L. Linpsay. 

Mrs. E. B., aged 72, states that her cutaneous condition started on the ankle 
about forty years ago. On the outer side of the right leg is an indurated kera- 
totic lesion. The induration is suggestive of epithelioma. On the outer side of 
the left ankle is an indurated area of keratosis with margins typical of a prickle 
cell epithelioma. These lesions have developed on idiopathic atrophic skin which 
extends from the buttocks to the toes. There are a purple swelling on the dorsum 
of the right hand and some deforming arthritis of the knuckles and of the finger 
joints. Atrophy resembling that due to roentgen rays involves the forearms and 
the lower extremities from the hips to the dorsa of the feet. The skin is par- 
ticularly atrophic about the knees, where it is thinned and semitransparent and 
plainly shows the veins and branching of the smaller arterioles. Combined with 
the telangiectasia and mottled skin are some keratoses. One area on the dorsum 
of the left foot shows a plaque of newly grafted skin at the site of the former 
epithelioma. Roentgenograms of the foot showed no osteitis, periostitis or arthritis. 


DISCUSSION 

Dr. Curis HALLoRAN: I agree with the diagnosis of acrodermatitis chronica 
atrophicans. It is not unusual to find various types of degenerative changes devel- 
oping in the involved areas. 

Dr. Netson PAut ANverSON: I think that the diagnosis as presented is correct. 
Just what is meant by the term idiopathic atrophy? That means no more than 
saying that a person has a cutaneous disease. This condition is interesting from 
two standpoints: first, the development of a prickle cell epithelioma on the ankle; 
second, the fact that, although the lower extremities were entirely involved in this 
atrophic process, both inguinal regions were spared, the atrophoderma ending with 
a sharp line of demarcation in these regions. Dr. Fred Wise, who has written 
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considerably on the group of atrophodermas, has called attention to the fact that 
the inguinal region is relatively immune to this process. 

Dr. H. C. L. Linpsay: The term idiopathic atrophy covers considerable 
territory, and many prefer to call this particular condition acrodermatitis chronica 
atrophicans. The points which I desire to emphasize are: first, that the large skin 
graft covering the area where an epithelioma has been surgically removed “took” 
without difficulty and, second, that a distinct improvement in the appearance of 
the atrophy is attributed only to the administration of nicotinic acid and rest 
in bed. 





NEW YORK DERMATOLOGICAL SOCIETY 
Epwarp R. Matoney, M.D., Chairman 
J. Garpner Hopkins, M.D., Secretary 


Nov. 26, 1940 


Adenoma Sebaceum (Hallopeau-Leredde Type) with Tuberous Sclerosis. 
Presented by Dr. Frep WIsE. 

L. T., a girl aged 18, of Italian-French extraction, registered at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital on 
June 20, 1940, presenting a large disfiguring growth on the scalp and a prominent 
red eruption on the face. The tumor on the scalp has been present since birth. It 
has grown wider and thicker with age. 

The lesions on the face began when she was 8 months old, soon after an attack 
of measles. They appeared first in the left malar region with three tiny growths, 
developing later on the root of the nose and on the right cheek and then spreading 
downward on both cheeks as low as the inferior borders of the mandibles and the 
chin. They attained their maximum development both numerically and in area 
when she was 3 years of age. During the past two years the lesions on the 
mandibles have regressed and the fibromatous nodules have become larger. 

At the age of 4 years the patient began to display signs of cortical irritation. 
These were manifested by supraorbital headaches, biting of the nails, frequent 
crying spells lasting fifteen to twenty minutes and oft repeated unreasonable and 
unaccountable acts of stubbornness, followed in a few minutes by a complete 
change in temper and a ready willingness to cooperate. 

The most distressing affliction was the convulsive seizures occurring as often 
as three to six times a day for two and one-half years. These epileptic attacks 
at the age of 614 years came on in rapid succession, “without a let-up,” the patient 
then sinking into a stuporous and subconscious state. This status epilepticus, 
which lasted two weeks, was a pronounced turning point in her illness. There was 
a general mental improvement, with the attacks becoming less severe and less 
frequent. During the past two years she has been having the more severe con- 
vulsions only once a month. 

The patient is of average height and weight and, though appearing superficially 
dull, is rather alert, answering many questions about her lengthy history fairly 
intelligently. She is, however, easily irritated and disturbed. She had severe 
fleeting epileptic distortions during the time she had her history taken. She is 
the second oldest of 6 girls and the only one to be so affected. One girl, 15 years 
old, has a congenital deformity of the cervical portion of the spine and unilateral 
deafness. The patient did fairly well in school, though she had to repeat the 
class of 7B. 

On the scalp and moving freely with it is a large sharply demarcated, flesh- 
colored to reddish, almost hairless hard growth. It is oblong, 7% inches (19 cm.) 
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in length, with the wider and larger “head piece” resting in front of and to the 
right of the lambda, the growth crossing obliquely to the left of the midline of 
the scalp and the narrower “tail end” ending by a straight edge at the left supra- 
orbital ridge. With its rounded surface, the many depressions and clefts and the 
grayish white color, it resembles a calf’s brain. It is 2 inches (5 cm.) wide at 
the frontal region, narrowing down to 1 inch (2.5 cm.) at the middle and widening 
to 3% inches (9 cm.) at the upper end. It varies in depth from 0.2 cm. at the 
“tail end” to 1 cm. at the middle of the “head part.” Projecting from the surface, 
mostly from the middle third, are numerous small yellowish white rounded cystic 
nodules. The growth is unevenly divided by horizontal, linear, superficial and 
deep clefts. 

On the middle two thirds of the face, but predominantly on the tip of the 
nose and in the nasolabial folds, symmetrically distributed in a butterfly shape, are 
pinhead-sized to split pea-sized, yellowish brown and purplish red, soft, superficial, 
flattened, only slightly raised growths. Here they are discrete and aggregated, 
but they are closely grouped and semiconfluent in other areas, such as the nasolabial 
sulci, where they form irregular patches. They feel velvety to the touch and are 
easily compressible, leaving yellowish stains on diascopic pressure. Intermingled 
with these lesions are numerous raised, soft, linear, pedunculated, pinhead-sized 
to hemp seed-sized fibromas. On the forehead are numerous similarly sized 
yellowish brown pigmented spots which do not fade on pressure. There are no 
subungual fibromas. The rest of the body by sharp contrast is normal with com- 
plete absence of any nevoid-like growths. 

The results of routine laboratory tests, including chemical examination of the 
blood and spinal fluid and a basal metabolism test, were within the normal range. 
Examinations of the fundi, throat and larynx failed to reveal any abnormalities. 
Study of the heart, including an electrocardiogram, disclosed a fast sinuauricular 
rate and slight tendency toward left axis deviation. 

One of the flat lesions on the face was removed and examined histologically 
by Drs. Satenstein and Sachs. They reported it as a fibroma and described it as 
follows: “There is in the upper part of the cutis a mass of dense connective tissue 
bundles with a considerable amount of pigment in one area, many dilated vessels 
and a moderate number of spindle cells. The epidermis is in part thinned and 
flattened out and in part acanthotic with marked pigmentation of the basal zone? . 

A bilateral retrograde pyelogram revealed the following observations: There 
was narrowing of the upper major calix of the right kidney with dilatation and 
blunting of the minor calices. A minute calcific fleck corresponded to the upper 
pole of the right kidney, requiring verification. The left ureter was deflected 
medially ; there was slight angulation below the left ureteropelvic juncture. 

On roentgenographic examination of the skull the following observations were 
made: No gross abnormality of the bones of the vault or of the base was noted. 
The sella turcica was large and smooth, measuring 20 per cent above average 
size. No atrophy was discernible here or elsewhere. Large areas of increased 
density in the occipital and left temporoparietal regions were ascribed to tumefac- 
tion of the soft tissue. The accessory nasal sinuses and mastoids showed fair 
transillumination, with the mastoid cells extending forward. Examination of the 
entire spine showed no evidence of osseous or articular abnormality. 

A roentgenogram of the skull after injections of air into the ventricles dis- 
closed that the ventricles were of comparatively normal size and contour. The 
structural changes in the outer portion of the vault were apparently mainly 
ascribable to tumefaction of the overlying soft tissue. 

On September 20 the involved area of the forehead and the anterior half of the 
tumor on the scalp were excised by Dr. Straatsma. The defect was repaired by 
a full thickness skin graft taken from the left side of the abdomen. Gross 
examination of the tumor of the scalp was made by Dr. Rabson, who made the 
following report: “The single specimen is a thickened wrinkled portion of gray 
skin with numerous shaved black hairs. The external surface is pink-gray and 
smooth. In the specimen can be palpated numerous nodular areas, up to 1 cm. 
in diameter. On section the cut surface is homogeneously gray and consists 
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apparently exclusively of light gray dermai tissues. There are several cystic 
areas up to 0.6 cm. in diameter filled with cheesy material.” 

Microscopic examination of the neurofibromatous tissue showed that the dermis 
and the subcutis were scarred. In the dermis the cystic lesions were lined with 
hyperkeratotic stratified squamous epithelium. The diagnosis was keloid and 
steatomas. 

The lesions on the face are being gradually destroyed by electrodesiccation. 
They are to be treated with applications of solid carbon dioxide in the near 
future. 

DISCUSSION 

Dr. EuGENE F. Traus: The condition in this case is an excellent example 
of the Hallopeau-Leredde type of adenoma sebaceum. It seems that most of the 
conditions seen fit in, at least clinically, with the Balzar or Pringle type. It 
would be difficult from clinical inspection in this case to be certain of the correct 
classification; it must be established by histologic examination. 

Dr. Howarp Fox: This condition appears to be a classic example of tuberous 
sclerosis with mental deficiency, epilepsy and adenoma sebaceum, the triad being 
at times called epiloia. 

Dr. J. F. Fraser: I agree with Dr. Fox. My impression is that the fibroma 
feature in cases of this kind is more common than is generally believed. In my 
opinion there can be no doubt about the diagnosis. 

Dr. Frep Wise: The histologic structure of one of the lesions on the face 
was that of fibroma, which corresponds with the Hallopeau-Leredde type of 
adenoma sebaceum. There is complete absence of subungual and _ periungual 
fibromas and verrucae. The epileptic seizures have improved spontaneously. 


Chronic Familial Bullous Dermatosis. Presented by Dr. Eucene F. Traur. 


J. D., a man aged 29, a patient of Dr. Andrew George Franks, stated that 
for the past six years he has had lesions on the head and neck and in the axillas 
and in the right groin which have appeared in rapid succession and simultaneously. 
These lesions have sometimes healed spontaneously in three to eight weeks. He 
had received injections of some kind, but these did not alter the course of the 
disease. His mother and a sister had similar eruptions. 

Examination shows crusted vesicles with amber fluid on the occiput. There 
are several well crusted bilateral lesions the neck, about the size of a silver 
dollar. These lesions, as well as the others in the axillas and in the right groin, 
have the same crusted vesicular appearance. 


DISCUSSION 

Dr. FRANK C. Combes: This case is the first instance of this condition I 
have ever encountered, and I admit that I would never have made the diagnosis 
without the family history. Clinically, there is a suggestion of pemphigus or 
lupus erythematosus of the bullous type, but I cannot see any suggestion of kera- 
tosis follicularis (Darier’s disease) and cannot understand how, in view of the 
clinical picture, the histologic picture could simulate Darier’s disease, as has been 
claimed. I agree with the diagnosis as presented. 

Dr. Frep Wise: I had the good fortune to see the 2 brothers who were 
patients of the Hailey brothers (Hailey, H., and Hailey, H.: Familial Benign 
Chronic Pemphigus, ArcH. Dermat. & Sypn. 39:679 [April] 1939), and the 
eruption on their necks was almost identical with the one seen in this patient. 
I do not approve of the designation keratosis follicularis for an eruption which is 
essentially bullous. The name which has been suggested is ‘familial dyskeratotic 
pemphigoid eruption.” This name may not be good, but it is certainly better than 
keratosis follicularis, in which the principal change is a follicular hyperkeratosis. 

Dr. A. BENSON CANNON: [I think as Dr. Wise does, that this case is similar 
to the ones described by Hailey and Hailey. I had the opportunity of observing 
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the Hailey cases and also a case presented by Dr. Jones, and I have had one 
under my personal observation for a number of years. I think that there have 
been from 20 to 25 cases observed by dermatologists in the Southern states. 
While most observers were inclined to question the diagnosis of benign familial 
pemphigus which the Haileys reported in their articles, a better one has not been 
offered. It is interesting to note that the lesions appear at the site of pressure 
or friction much in the same way as do the lesions of epidermolysis bullosa. 
The patient I have in private practice has had the lesions confined to the neck 
where the collar rubs, much in the same area as in Dr. Traub’s patient. I have 
noticed that opening his collar and taking pains to prevent any friction has been 
of the most aid in clearing up the lesions. In the last six or seven years I have 
studied my case from practically every laboratory angle, and the only significant 
thing that I have observed was the presence of a hemolytic streptococcus in 
cultures of material from some of the fresh bullae. I have treated this patient 
by administering autogenous vaccine, giving the injections in the vicinity of the 
lesions, and applying only local soothing remedies to the wounds. The lesions 
usually disappear under this treatment in from four to eight weeks and sometimes 
remain away for a few to eight months. 

Dr. J. F. Fraser: One must be careful in speaking of histologic features 
resembling those of keratosis follicularis. I recall a case in Dr. Schwartz's service 
in which the histologic diagnosis of keratosis follicularis was made on the strength 
of the presence of corps ronds. Several consulting pathologists examined the sec- 
tions, and they all agreed with my original interpretation that those bodies were 
not the bodies described by Darier. Again, I wish to point out that other features, 
such as Darier’s fissures and papillary epithelial proliferation, form an important 
part of the histologic picture of keratosis follicularis. 


Dr. Eucene F. Travus: I thought it would be best to record this condition 
under the title of chronic familial bullous dermatitis, which is an accurate 
descriptive term and does not commit one to any definite causation, about which 
there is still considerable dispute in this case. For the reason just stated, until 
the exact status is determined there seems to be no advantage in naming the 
condition chronic benign familial pemphigus. While I appreciate that the word 
pemphigus simply means bullous, the fact that a specific disease is named pemphigus 
makes the term confusing and readily gives the patient an erroneous idea as to 
the prognosis. Despite a slight histologic suggestion of keratosis follicularis in 
some of the slides noted by Drs. Satenstein, Sachs and Barthel, there is still not 
sufficient evidence at present to establish a definite relation to this disease. It is 
dificult to observe enough cases of this kind and to obtain a sufficiently large 
number of sections of skin from each case to be certain of the possible variance 
that may be encountered. Until more material can be collected, it must be 
admitted that the dermatosis in the present case has some peculiar features that 
need clarification by future study. A patient recently seen in Dr. Wise’s service 
with a condition clinically suggesting a Senear-Usher pemphigus also presented 
some histologic changes suggestive of keratosis follicularis to the examining phy- 
sician, This again brings up the point of studying more sections of all these 
bullous dermatoses. The reason for adding familial to the name is that in the 
majority of the cases thus far reported several members of each family have 
been affected. While it is possible that single isolated cases may occur in which 
the disease is apparently not familial, this would not militate against the use of 
the term. No objection could be raised against the term chronic bullous derma- 
tosis, which constitutes the rest of the title, because, of course, this is simply 
descriptive. My patients have repeatedly refused to give permission for the 
removal of further specimens for microscopic study, but possibly I may succeed 
in obtaining material at a later date. 


Leukaemia Cutis. Presented by Dr. Evucene F. Travp. 

E. D., a woman aged 66, was previously presented before the Atlantic Derma- 
tologic Conference in March 1940 (Arcu. Dermat. & Sypn. 42:687 [Oct.] 1940) 
and before this society in April 1940 (ibid. 42:1162 [Dec.] 1940). 
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DISCUSSION 


Dr. J. F. Fraser: The patient reminds me clinically of one that is under 
observation now in Dr. Craver’s service at the Memorial Hospital for the Treat- 
ment of Cancer and Allied Disease—a woman with similar-appearing lesions on 
the arms but with no bullae. Several biopsies were performed, and it was always 
reported that there was no evidence of leukemic infiltration. The only lesion 
grossly suggesting leukemic infiltration was a hard nodule on the forehead, but 
the microscopic sections showed no evidence of leukemia. 

Dr. Traub informed me that his patient first came under observation because 
of the cutaneous lesions. This is not unusual. Although the initial lesion of 
lymphatic leukemia is located in the lymph nodes, cases have been observed in 
which the first manifestations were in the skin (Richter, M. N., in Downey, H.: 
Handbook of Hematology, 1938, vol. 4, p. 2883). Réssle (Virchows Arch. f. path. 
Anat. 275:310, 1929) reported a case in which the skin seemed to be “the primary 
site of the disease as the lymph nodes were not enlarged,” but how could he know 
that the initial lesion was not in a distant node? In one of my own cases in which 
the initial lesion was apparently located in the skin, necropsy proved that the 
primary site was in a group of retroperitoneal nodes. 

I should like to ask Dr. Traub whether the involvement of lymph nodes and 
the cutaneous lesions in his case preceded the development of the pathologic 
changes in the blood picture. 

Dr. EuGENE F. Traus: I do not believe that I can answer that question, 
because my recollection is that when I first saw the patient she had slightly 
enlarged lymph nodes, and I do not think that at first the blood picture was 
characteristic of the disease. 

Dr. Georce C. ANprEws: I think it is difficult, if not impossible, to tell from 
looking at the pruritic papular lesions that occur on the extremities in cases of 
leukemia whether under the microscope one is going to find leukemic infiltration 
or not. 

Dr. Georce C. ANpREWs: I do not see why the histologic picture of all such 
cutaneous lesions should be uniform. It is possible that some would show leukemic 
infiltration and others not. The woman might have had both leukemids and lesions 
showing leukemic infiltration. 

Dr. J. F. Fraser: Dr. Traub may have found lesions showing the histologic 
picture of leukemic infiltration, but I still believe that a large majority of the 
lesions are leukemids. 

Dr. J. J. Etter: I agree that the eruption looks more like a toxic eruption of 
leukaemia cutis. However, a toxic eruption would not show the histologic picture 
seen in this case. 

Dr. Frank C. Compes: I think there is a great deal in this case that is 
impossible to explain. I think the histologic report can be accepted; in the lesions 
removed there was leukemic infiltration. Leukemids are described as being due 
to some obscure toxin ir leukemia. Just what is this toxin that stimulates or gives 
rise to these leukemids, and what determines their location? If there is a toxin 
sufficient to produce leukemids, is it not possible that a leukemic tumor could occur 
at the site of this leukemid if the inflammatory reaction was sufficient to produce 
bullae? I can understand a bullous leukemid with a leukemic infiltration beneath it. 

Dr. Howarp Fox: The finding of a leukemic infiltration in this type of erup- 
tion is surprising to me. I should not have thought of performing a biopsy, as 
I should have expected the histologic examination to show only simple inflammation. 

Dr. George C. Anprews: I should like to ask Dr. Fraser if he knows the 
results obtained by treating a patient with this type of condition in the Heublein 
chamber. At Memorial Hospital is that treatment used for mycosis fungoides or 
leukemia ? 
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Dr. J. F. Fraser: Treatment in the Heublein chamber has been used with 
success in cases of leukemia. In some cases white blood cell counts as high as 
300,000 to 400,000 have been brought down to normal. One of the dangers from 
this method is the development of severe anemia. The Heublein chamber, as far 
as I am aware, has not been used in the treatment of mycosis fungoides. 


Dr. Eucene F. Traus: This case was presented again simply because of the 
rather striking clinical picture. The problem was to determine whether the lesions 
were leukemids or true leukaemia cutis, and for that reason I performed two 
biopsies, taking specimens from bullous lesions in which blebs had ruptured and 
in which there was an inflammatory reaction at the base. Also, the biopsy 
specimens were both removed at a time when the leukocyte count was high, which 
might conceivably make some difference. If a specimen were taken from a clear 
bullous lesion which had no inflammatory reaction at the base at a time when the 
leukocyte count was low, it is barely possible that the picture might be different. 
I am not responsible for the opinion that the sections show true leukemia of the 
skin; that was the report of Drs. Satenstein and Barthel. A bullous eruption is 
not unusual with this disease. I am sure that has been noted, and I think atten- 
tion has been drawn to the similarity of the disease to dermatitis herpetiformis 
and erythema multiforme. This patient, on her first visit, was thought to have 
erythema multiforme. She had iris-like lesions on the arms and hands, and it was 
only when the enlarged lymph nodes were noted, together with the fact that the 
bullous eruption did not disappear like erythema multiforme but kept recurring, 
that the true condition was suspected. 


Dermatitis Atrophicans with Preatrophic Nodular Lesions. Presented by 

Dr. FRED WIsE. 

P. L., a married man aged 29, an American by birth, is presented from the 
Skin and Cancer Unit of the New York Post-Graduate Medical School and Hos- 
pital. He had been in excellent general health and first noted an eruption on the 
right thigh about one year ago. The eruption appeared in the form of red and 
violaceous soft, boggy, slightly tender elevations, varying in size from ™% to 1 inch 
(1.5 to 2.5 cm.) on the outer aspect of the right thigh and on the right buttock. 
Some of these regressed spontaneously, while others have remained unchanged. 
With the exception of slight tenderness to pressure, subjective symptoms are 
lacking. 

Examination shows an eruption composed of eight infiltrated nodules occupying 
an area extending from the right iliac crest to the back of the right thigh and 
invading the skin of the external lateral aspect of the right buttock. The nodules 
have well defined borders and are confined to a roughly ovoid region approximately 
10 by 6 inches (25 by 15 cm.) in size. The surface of the nodules is unaltered 
except for the change in color. The skin between the individual lesions appears to 
be normal. Within the past few weeks a hazelnut-sized boggy nodule has appeared 
on the left buttock 2 inches (5 cm.) from the anal orifice. 

Physical examination and routine laboratory investigations showed no deviations 
from the normal. There was no history of ingestion of drugs. 

One of the small nodules was removed from the thigh for microscopic examina- 
tion. The following report was submitted by Drs. Satenstein and Sachs: 
“Throughout the cutis the vessels are dilated and surrounded by a small round 
cell infiltration. Some of the vessels are filled with blood elements. The entire 
cutis shows a pronounced parenchymatous edema, with a diffuse sparse fibroblast 
cellular infiltrate. The epidermis shows no important change, and the elastic 
tissue presents no characteristic alterations.” 

There is no evidence of leukemia, sarcoid or fungous infection. 

The histologic changes are suggestive of the early manifestations of acro- 
dermatitis atrophicans (Herxheimer and Hartmann: Ueber Acrodermatitis chronica 
atrophicans, Arch. f. Dermat. u. Syph. 61:57 and 255, 1902; Wise, F.: Acroder- 
matitis Chronica Atrophicans, J. Cutan. Dis. Incl. Syph. 32:295, 1914; Wise, F.: 
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The Differential Diagnosis Between Acrodermatitis Chronica Atrophicans and 
Diffuse Idiopathic Atrophy of the Skin; a Clinical Study, Arch. Diagnosis 8:32, 
1915). 

DISCUSSION 

Dr. A. BENSON CANNON: I have seen nodular lesions of this type appear on 
parts on which a hot water bag has been left for a long time. I believe that the 
diagnosis of acrodermatitis chronica atrophicans does not fit this case, according 
to my conception of the location, distribution and type of nodules that one expects 
in that disease. The dorsa of the hands and feet are usually first involved with a 
uniform red swelling, followed in the course of time by prominent veins and by a 
tissue-paper-like atrophy of the skin. Furthermore, the nodules I have observed 
in cases of acrodermatitis chronica atrophicans have been more of the fibrous type 
associated with little or no inflammation of the skin. However, I am frank to 
admit that Dr. Wise is much more familiar with acrodermatitis chronica atrophicans 
than I and hence more competent to make the diagnosis. 

Dr. Eucene F. Traus: I am glad to see this patient, because if these lesions 
are part of the syndrome of acrodermatitis chronica atrophicans, I have certainly 
never seen the disease in this stage before. I should like Dr. Wise to tell whether 
the lesions remain and become firmer hard infiltrated nodules later. Of course | 
have seen a number of patients with acrodermatitis atrophicans with nodular 
lesions, but the classic picture was well developed and the lesions were not soft 
and boggy but firm tumors. 

Dr. J. J. Etter: Why could not this condition be ordinary scleroderma with 
the end result of atrophy, such as some times occurs, rather than acrodermatitis 
chronica atrophicans? I take it for granted that scleroderma was shown micro- 
scopically because of the report. 

Dr. Frep Wise: Herxheimer and Hartmann described the early stages of 
acrodermatitis chronica atrophicans appearing in the form of boggy tumors on 
the arms and legs. The lesions Dr. Traub referred to are different and occur 
in the terminal stages of the disease as periarticular fibromas (Ketron, L. W.: 
Dermatitis Atrophicans: with Reports of a Case Showing a Fibroid Formation, 
Urol. & Cutan. Rev. [Tech. Supp.] 1:286 [July] 1913). 

In regard to Dr. Eller’s question, I did make a tentative diagnosis of the 
nodular form of scleroderma on clinical grounds. The histologic changes are 
suggestive of the early stage of scleroderma. 


Dermatomyositis. Presented by Dr. Grorce C. ANDREWS. 


E. C., a woman aged 36, presented in October (Arco. Dermat. & Sypu. 
43:1040 [June] 1941), had typical dermatomyositis. The creatinine content of the 
blood was 439 mg. per hundred cubic centimeters. A specimen of muscle was 
taken for biopsy, but the examination has not been finished. Examination of the 
stool for parasites because of the eosinophilia gave negative results. 


Morphea. Presented by Dr. EuGene F. Travs. 

J. A. S., a woman aged 49, presented in October (ArcH. Dermat. & SyPu. 
43:1035 [June] 1941), was given another dose of filtered roentgen rays, with the 
agreement that if after three or four weeks the lesion had not improved materially 
permission for another biopsy would be granted. 


Xanthoma Diabeticorum. Presented by Dr. Frep Wise. 

Mrs. L. C., a Negress aged 34, presented in October 1940 (ArcH. Dermat. & 
Sypu. 483:1043 [June] 1941), from a clinical aspect undoubtedly has xanthoma 
diabeticorum with keloidal changes. The yellow lesions responded immediately to 
treatment with insulin, while the keloidal formations did not undergo resolution 
under an antidiabetic regimen. 
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A Case for Diagnosis (Keratosis Follicularis?). Presented by Dr. A. BENson 

CANNON. 

M. M., a woman aged 32, was previously presented before this society (ArcH. 
DerMAT. & SypuH. 35:1190 [June] 1937). 

DISCUSSION 

Dr. GeorGE Mitter MacKee: I have no recollection of having seen the 
patient when she was presented a few years ago. Certainly the condition is not 
now keratosis follicularis, regardless of what it might have been at that time. I 
cannot make a diagnosis by inspection or on the basis of the history. Tentatively, 
after ruling out various other possibilities, I should be inclined to consider aber- 
rant psoriasis. 

Dr. JosepH J. Etter: My guess would be an atypical form of lupus 
erythematosus. 

Dr. Georce C. ANpreEws: I see no signs of any disease except a simple 
inflammatory dermatitis, distributed chiefly on the face and feet. The lesions on 
the feet are situated mostly on the dorsa of the toes, and on the face they are 
exaggerated around the mouth. One should consider dermatit's due to nail polish 
or lipstick. The patient should discontinue using nail polish, on both the finger nails 
and the toe nails, and lipstick for several months. I doubt if patch tests would help, 
because even if the results were negative this cause would not be ruled out. I see no 
sign of keratosis follicularis. 

Dr. J. F. Fraser: I disagree with the diagnosis of keratosis follicularis. 
There are no features in the gross appearance of the lesions to support that diag- 
nosis. I suggest that microscopic studies be made. 

Dr. J. GARDNER Hopkins: The most striking feature about the eruption even 
now is a follicular keratosis. The lesions on the legs, which are numerous, one 
might take for ordinary keratosis pilaris. I could see none of the other changes 
one would look for in keratosis follicularis as described by Darier, but it is hard 
to put aside the fact that a good clinician and a good pathologist thought the 
patient had this disease four years ago. 

Considering the fact that Peck believes a deficiency of vitamin A is an under- 
lying factor in keratosis follicularis, I wondered whether this condition might not 
be the same type of avitaminosis taking a different clinical form. Follicular 
keratosis with inflammation around the follicles is the cutaneous condition usually 
reported as due to lack of this vitamin. I am not familiar enough with proved 
cases to be sure about the disease from inspection, but I th'nk it is a possibility 
to bear in mind. 

Dr. Frep WIsE: In some of its features, the eruption corresponds to keratosis 
follicularis contagiosa of Brooke. 

Dr. GeorGeE Mitter MacKee: This case has been studied carefully by Dr. 
Cannon and others, among other studies patch tests and scratch tests were made, 
and as far as could be determined, allergy did not play a part in causing the 
disease—certa‘nly not allergy as I understand it. The condition has been an 
intermittent dermatosis with exacerbations and remissions. I understand that it 
has improved or disappeared apparently as a result of heliotherapy. The eruption 
is now mainly on the face and is definitely papular. The papule is the elementary 
lesion. I assume that on the Il'p the desquamation was due to coalescence of 
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papules. The histologic diagnosis is indecisive—psoriasiform eczema. While | 
am willing to consider the possibility of lupus erythematosus, I think that the 
history, plus the results of treatment and the histologic examination should lead 
one to consider, at least, the possibility of an aberrant psoriasis. 

Dr. J. GarpNER Hopkins: It looks to me now as if there is evidence of light 
sensitivity rather than improvement from light. The eruption comes down in a V 
on the chest and involves the sides of the neck and the exposed parts of the face. 

Dr. A. Benson CANNON: My object in presenting this patient again is to 
obtain an opinion as to the final diagnosis and suggestions as to further treatment. 
The eruption began eleven years ago in the summer while the patient was at a camp, 
occurring first around the abdomen beneath the place where her black bloomers 
fitted. The eruption was attributed to the dye in the bloomers, but it gradually 
spread and has remained. She was studied by a number of doctors, including 
Dr. Howard Fox, who treated her for two years for keratosis follicularis, a 
diagnosis which he confirmed by histologic study. He presented her before this 
society, and the diagnosis was confirmed by the other members. 

Two years ago when the patient first consulted me with the same generalized 
eruption in follicular, papular, scaly, discrete and confluent patches, I thought 
that the condition was more likely a follicular dermatitis. Histologic study at 
the Vanderbilt Clinic showed no evidence of keratosis follicularis, the diagnosis 
being that of a follicular dermatitis. The eruption was entirely cleared up with 
erythema doses of radiation from a carbon arc lamp, sunshine and application of 
an oil containing 10 per cent salicylic acid. She was discharged from the clinic 
as cured. She remained free from the eruption only eight months, and after that 
it began to reappear first on the upper lip and the sides of the chin, gradually 
spreading over the body and extremities. She was again studied at one of the 
local hospitals, where a diagnosis of the seborrheic form of psoriasis was made. 
Histologic examination failed to show any evidence of keratosis follicularis. She 
was given solution of potassium arsenite U. S. P., with a gradual increase in the 
dose to 15 drops a day, after which it was gradually reduced. She became 
violently ill with prostration, nausea, vomiting, diarrhea and a temperature of 
105 F. She slowly recovered after several weeks, and the skin was unimproved. 
Her family physician then administered injections of a bismuth compound, and her 
improvement was immediate and the cure complete within a few weeks. She 
remained well for only four months, and the eruption reappeared. She was again 
given a bismuth compound, and although she has now had a series of twenty 
injections, there has been no change in the eruption. 

On examination skin-colored to red follicular papular lesions are again seen, 
varying in size from that of a small pinhead to that of a number 8 shot. They 
are particularly noticeable on the sides of the trunk, along the borders of the 
feet, on the dorsa of the toes, fingers and wrists and around the mouth, where 
the skin on the upper lip, cheeks and sides of the nose show erythematous dry 
scaly plaques. I performed another biopsy, this time taking the specimen from 
one of the follicular lesions on the side of the heel, and the report was again that 
of follicular dermatitis. The primary lesion has always been a follicular papule 
with a little dry horny plug or scale in the center. There have been no subjective 
symptoms at any time. Her general health has remained excellent. 


A Case for Diagnosis (Eczema?). Presented by Dr. Eucene F. Travs. 
K. S., a woman aged 72, was previously presented before this society (ARCH. 
Dermat. & SypuH. 37:891 [May] 1938) with a diagnosis of dermatitis herpetiformis. 
DISCUSSION 
Dr. A. BENSON CANNON: I think the patient has a dermatitis with licheni- 
fication (most likely allergic in origin) and an arsenical hyperkeratosis of the 
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palms and soles. The entire eruption may be due to arsenic. I recall that when 
the patient was previously presented before this society, I expressed the view that 
she had a generalized arsenical dermatitis and hepatitis and suggested that she be 
treated for arsenical poisoning. 

Dr. Georce C. ANpreEws: The whole dermatitis may be due to arsenic. I 
believe the condition of the palms is more likely caused by that than anything 
else. A congenital condition has been mentioned, but the fact that the palmar 
hyperkeratosis did not develop until the last two years is somewhat against this. 

Dr. JeroME KincGssury: In my opinion the condition is one caused by the 
retention of arsenic, regardless of the history. The eruption on the hands is 
characteristic, and that on the trunk is sufficiently suggestive to warrant this 
diagnosis. 

Dr. Ray H. Rutison: I agree with Dr. Kingsbury that the case is probably 
one of heavy metal retention. 

Dr. GeorGE MILLER MacKeeE: I think one must consider the possibility that 
arsenic is at least a partial cause. The patient has a dermatitis before arsenic was 
taken, according to the history, but this does not rule out arsenic as a cause of 
the present condition. There is also the possibility of leukemia or one of the 
members of the lymphoblastoma group, but I am rather inclined to regard the 
condition as belonging in the category of disseminated neurodermatitis and that 
closely related condition, lichenoid discoid dermatitis. Many patients with neuro- 
dermatitis disseminata have a mild form of ichthyosis, especially of the legs. 

Dr. Frank C. Comses: Did the patient have any adenopathy? 

Dr. Eucene F. Traus: I doubt that adenopathy was ever a feature in this 
case. She might have had some tiny shotty lymph nodes—and I think she did— 
but not more than one would expect in a patient with an exceedingly pruritic 
eruption. When I first saw her she had a varicose eczema limited to the legs, and 
the rest of the skin, I am sure, was essentially normal for a person of her age. 
She was then over 60 and her palms and soles were not affected. She then had 
an eruption portraying some of the features of erythema multiforme, and then 
followed a period when a bullous eruption was present. Even now she gets showers 
of lesions that are apparently urticarial or erythema-multiforme-like. I have not 
seen a real bleb since the skin became so thickened. 

It cannot be denied that arsenic might have caused the whole picture, but I 
have never seen an eruption of the palms and soles like this from arsenic. Fur- 
thermore, she received only a trifling amount. She was given sodium thiosulfate 
regularly for two or three years—an exceedingly large quantity—as well as iiver 
extract, which she still takes, without influencing the process at all, and the only 
reason I looked for some internal cause was that the eruption seemed to be 
urticarial in part. A possible allergy was also considered, but due to bacteria 
rather than to a food. 

Dr. GeorGeE MitteR MacKee: What did environmental treatment accomplish? 


Dr. Euvcene F. Traus: The woman is financially unable to change her 
environment; she lives with a daughter in a cottage near Rockaway, N. Y. How- 
ever, she was taken by friends to Florida and remained for a number of weeks, 
but I am afraid she was there too short a time, as there was no change in her 
condition. 


Unilateral Pruritus. Presented by Dr. Ray H. Ruttson. 


T. H., an unmarried man aged 26, a mechanic’s helper, was first seen on Nov. 
26, 1940. As long as he can remember, the patient has had anal pruritus, but it 
has never extended to the left of the median line. During the past three years, 
after an attack of pediculosis pubis, other itchy areas have developed, all on the 
right half of the body: (1) the dorsum of the great toe; (2) a linear area on the 
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inner side of the knee, extending from the calf upward and outward to about 4 
inches (10 cm.) above the knee; (3) the inner aspect of the thigh, opposite the 
scrotum; (4) the groin, extending backward 2 inches 5 cm. posterior to the 
anus; (5) half of the chin; (6) the side of the nose; (7) the side of the forehead, 
in the temporal region, and (8) an indefinite area in the occipital region. 

Moderate excoriations are present on the great toe and in the neighborhood of 
the knee. A group of discrete papules in a somewhat linear arrangement are 
present on the upper, inner aspect of the right thigh. Inflammatory and scratched 
skin extends from the fold in the right groin backward past the anal orifice. A 
mild irritation of the right side of the chin is sometimes noticeable. The right side 
of the nose presents an eruption resembling seborrheic dermatitis. On the right 
upper aspect of the forehead are a tew acne pustules. Similar pustules are present 
on the left side of the forehead. No eruption has been found in the area of the 
scalp which itches. 

There is no itching on the left side of the body, and the excoriations in the 
groin and in the perineal, anal and postanal regions are strictly limited by the 
midline. 

Three years ago a hard nonfluctuating tumor developed near the center of the 
tongue, to the left of the midline. This tumor is now the size of a lima bean, 
has not changed in two years and a half and causes no sensory disturbance. 

The deep reflexes are hyperactive. There is hyperesthesia and hyperalgesia of 
the affected areas of skin on the right side of the body, i.e., the right side of the 
forehead, nose and anal region and the right great toe and right groin. The 
hyperalgesia is confined to the area of the cutaneous lesions and is not neurologic 
in its distribution. There are no signs of autonomic disturbance on either side 
of the body. There is a cyst, the size of a small grape, on the middle third of 
the left half of the tongue. 

The patient is one of two sons. His brother is one year his senior. His father 
and mother were divorced when he was 3 years of age, and he has no recol- 
lections of his father. His mother remarried fifteen years ago and was separated 
from her second husband three years ago. Both husbands were said to have left her 
for other women. In describing this situation the patient puts the blame entirely 
on the men and describes his mother as an extremely good-hearted and overdevoted 
person. However, he states that she has always been extremely “nervous.” His 
attachment for her is very close, and he is now her main support. His mother 
has told him that he was born with a small red spot on his right buttock which 
she constantly treated with the application of salves and lotions. 

He was separated from his mother when he was 5 years old and boarded out 
with strangers. This was a severe trial to him, and he recalls crying a great deal 
for his mother. It was some time after this that his first recollection of anal 
pruritus occurred. This was his chief symptom until three years ago, when after 
an attack of pediculosis pubis the itching on the face, nose and groin appeared. 
The itching of the right great toe apparently began much earlier, although the 
patient is vague in his recollections as to this. He does not remember sucking 
his thumb or toe. Since the age of 15 his anal pruritus has been so severe that 
he has at times entertained thoughts of suicide. However, he admits at the same 
time that he gets definite sensations of pleasure out of scratching the anal region. 
Emotional tension or aggravation always intensifies the itching. 

Masturbation did not begin until the age of 19 and stili continues about three 
times weekly, usually following anal itching and scratching. The anal pruritus 
always disappears for a short time after orgasm. Sexual relations began at the 
age of 22 and are apparently normal except that he has some difficulty in achiev- 
ing an orgasm. He has been going steadily with a girl since last April and is 
thinking of getting married some time next year. However, he states that he 
would prefer to postpone marriage, if possible, for financial reasons and also until 
his cutaneous condition is cured. 
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This case is apparently one of psychogenic pruritus which may have had its 
origin in an infantile eczematoid lesion in the perianal region which, in the 
course of treatment by an overdevoted and overconcerned mother, led to libidini- 
zation of the anal zone. Consequently, the present significance of the condition is 
that of an unconscious masturbatory equivalent. It is impossible to give the 
psychogenic factors behind the other localizations of the pruritus, on the toe, 
forehead and nose and in the groin. However, it is probable that the anal pruritus 
is the basic condition and that the others are secondary outgrowths. 


DISCUSSION 

Dr. EucenE F. Traus: This patient has some definite lesions at present; on 
the right thigh anteriorly there are some linear warty papules that may represent 
linear neurodermatitis or even a warty nevus, as they looked to me like rather 
hard papules. The eruption on the right side of the anus and extending out on 
the buttock looked hard and verrucous, almost—on superficial examination—like 
a warty tuberculosis or nevus, although I do not believe it is the former. He has 
at least a definite reason for scratching. I do not believe the lesions are all caused 
by scratching. On the assumption that the itching is on a psychopathogenic basis, 
I might cite the case of a patient I had with anal pruritus who was treated by 
hypnosis when all other therapy over a period of time had failed. He has now 
been followed for two years and has remained well. 

Dr. Georce C. ANDREWS: This patient may have a mother fixation, but I am 
inclined to think the psychiatrists have gone a little too far. I believe the cutaneous 
condition is a naevus unilateralis. The lesion on the right side of the nose is 
definitely a linear nevus, and the horny lesions on the right buttock extending 
into the perineum look like a nevus. The papules on the right thigh are again 
suggestive of that diagnosis. I do not believe a psychogenic condition with ordi- 
nary rubbing would produce these horny papules. 

Dr. A. BENSON CANNON: While this patient may have some nervous disorder, 
I am more in sympathy with the diagnosis of intertrigo due to heat and moisture. 
I think the same condition prevails between the folds of the buttocks, both areas 
being red and covered with exudation. Only one area is a bit thickened, and that 
is due, I believe, to trauma from scratching. I think that proper hygienic care of 
the parts followed by the application of a bland or soothing powder would suffice 
to clear up the condition. 

Dr. J. GARDNER Hopkins: I am inclined to agree with Dr. Andrews. The 
condition looks like a linear nevus. I have thought in some cases of this kind 
that there was a sensory disturbance. At least such lesions are often excoriated. 

Dr. Frep Wise: I regard the lesion as a linear nevus, in part verrucous. 
Such lesions are often accompanied by pruritus. I am inclined to doubt the sig- 
nificance of psychogenic symptoms in such an eruption. 

Dr. GEoRGE MILLER MacKeEeE: The history of a lesion of some sort when the 
patient was very young would suggest a nevus. The alleged constant severe 
pruritus might suggest circumscribed neurodermatitis, but this condition seldom if 
ever occurs in childhood. Probably the lesion is a nevus. The pruritus may be 
caused by a psychogenic disturbance. 

Dr. Josepu J. Etter: I agree with Dr. MacKee that this patient has a nevus 
with a fixation on that area and that the pruritus has a psychogenic basis. 

Dr. EuGene F. Travus: I thought Dr. Rulison said that the condition recurred 
and disappeared. If this is correct it would not favor the diagnosis of warty 
nevus, but if the condition fails to disappear, that probably is the correct inter- 
pretation. 

Dr. Ray H. Rutison: This case is shown as a medical curiosity. I referred 
the patient for a neurologic examination, and the psychiatric report was volun- 
tarily added. The history of the eruption which he had as an infant is indefinite. 

le had some lesion on the right buttock which his mother apparently overtreated. 
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I believe that certainly along the right side of the perineum there is a naevus 
unilateralis, and that may have been the site from which his itching began. The 
other lesions did not develop until three years ago—as far as I can tell from his 
history—after an attack of pediculosis pubis, and the itching which would accom- 
pany that condition. 

One question I should like to ask is in regard to the psychiatrist’s suggestion 
that tattooing might relieve his itching. Have any of the members used this method 
of treatment? 

Dr. GeorGe Mitten MacKee: Therapeutic tattooing is done with cinnabar. 
The method is based on the theory that pruritus ani is due to fungi. The physi- 
cian who advocated this procedure has never proved his theory. 

Dr. Ray H. Rutison: I did not know that naevus unilateralis ordinarily 
itched, and some of this man’s lesions to my mind in no way resemble nevus. 
The lesions on the tip of the great toe and on the inner side of the right leg 
seem to be nondescript, and yet these various areas itch intensely and are strictly 
limited to the right side. 


Neurotic Excoriations and Dermatitis Venenata. Presented by Dr. Frep 

WISE. 

F. V., a woman aged 21, registered at the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital on Dec. 10, 1940, with lesions 
on the breasts of five years’ duration. During that time she wore brassiéres of 
the same make except for the past three months, when the wearing of a brassiére 
of different manufacture apparently caused an aggravation of the lesions. She 
took thyroid tablets for a year and stopped taking them six months ago. 

The eruption began as a small “pimple,” which she scratched. As new lesions 
appeared she continued to scratch them, because they were pruritic and because 
she was annoyed with their unsightliness. These patches were continuously present 
without remission for five years, those regressing leaving erythematous spots or 
bands. 

The patient is stout, 5 feet 3 inches (160 cm.) in height and right handed and 
weighs 200 nounds (91 Kg.). She appears to be in good health, calm and com- 
posed. She states, however, that she is somewhat nervous. On both breasts, 
which are pendulous, are several discrete, slightly raised, purplish red, dry, scaly, 
crusted and pustular patches. They are almost symmetric in number—nine active 
lesions on the right and seven on the left breast—shape and distribution. They 
vary from 2 to 3 cm. in length and 0.5 to 0.7 cm. in their widest diameter and 
are almost almond shaped, having a rounded, widened end which 1s fairly well 
defined and tapering off to a narrowed tail which gradually fades into the sur- 
rounding cutaneous surfaces. They have in the center along the longitudinal axis 
a clearly visible ridge and are crossed perpendicularly by finely wrinkled folds of 
skin which seem to be somewhat atrophic. They are slightly infiltrated and non- 
tender to touch. 

The lesions are horizontally placed and so arranged that the wider end is 
located mesially in the right breast and distally in the left, with the upper borders 
corresponding to the seams of the brassiére. They are loosely connected with 
each other by poorly outlined faintly erythematous bands. Most of the patches 
are located in the middle of the anterior surfaces of the breasts, commencing 
from the middle of the outer and inner borders of the right and left breasts 
respectively and following a curved line anteriorly and downward to the under 
surfaces of the breasts, so that they form oval rings around the centrally located 
nipples. On the right breast above and below these patches are two continuous 
parallel erythematous bands. The patient stated that these are the sequelae of 
previous lesions. 

Close inspection of the dry patches and the erythematous bands reveals numer- 
ous fine telangiectatic ramifications. Moderate diascopic pressure causes a partial 
fading of the color, but with magnification the telangiectasia is clearly discernible. 
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There are discrete pinhead-sized to match head-sized scaly papules on the 
face and back. There is a diminution of the nasopharyngeal reflex but not of the 
conjunctival reflex. The knee jerks are slightly hyperactive. 

The patient gave negative reactions to patch tests with the following material : 
(1) pink brassiére material (new), (2) binding from brassiére (new), (3) pink 
brassiere material (old), (4) white cotton lace binding (old) and (5) a 10 per cent 
solution of nickel sulfate. There was a 1 plus reaction to the rubber of the new 
brassiére. 

Routine laboratory tests gave negative results. 

There has already been a noticeable improvement since calamine lotion has been 
used for the past week. 

DISCUSSION 

Dr. EuGENE F. Traus: I agree with the diagnosis of neurotic excoriations. 
That seems to be the best explanation for this eruption, with a possible super- 
imposed dermatitis, which has improved with calamine lotion. 

Dr. Georce C. ANDREWS: The patient impresses me as having pituitary baso- 
philism (Cushing’s disease), but whether it is due to pituitary adenoma or not 
I do not know. She has striae on the breasts and on the shoulders, and she says 
she has asthenia. I imagine she also has a low metabolic rate because she has 
been taking desiccated thyroid. The red lesions on the breasts may also be striae 
in the early erythematous stage or simple excoriations, but I believe the skin on 
the breasts shows some atrophy and telangiectasia that is suggestive of poikiloderma. 

Dr. Paut E. Becuet: I saw this woman when she first came to the clinic, 
and as Dr. Wise states, she shows considerable improvement tonight. I believe 
that the lesions are not of neurotic origin because of the great improvement 
following the use of calamine lotion and because of the fact that they are limited 
entirely to the breasts. In my opinion a contact dermatitis from sensitivity to 
either the fabric or the dye in her brassiére with resulting pruritus accounts for 
the scratch marks still discernible. I think the patient will stop tearing at her 
breasts when the pruritus is relieved; she has apparently scratched less recently. 

Dr. A. BENSON CANNON: There are certainly excoriated linear areas across 
the breasts, and I accept Dr. Wise’s interpretation as to their cause. 

Dr. J. GArpNrR Hopkins: The patient certainly is pathologically obese. Is 
she oversized also? I could not make out as I saw her sitting down. I do not 
think the condition is a real Cushing syndrome because there is no hypertrichosis 
and no dysmenorrhea. The condition has been developing for eight or ten years, 
since puberty, without any marked asthenia. It would be interesting to know 
whether the obesity is from overeating or whether there is a real endocrine dys- 
function. As to the lesions on the breast, the worst line is just about where the 
edge of the brassiére would cut in. I think there is an element of trauma, and I 
think there is also atrophy of the skin. 

Dr. JosepH J. Etter: I agree with the diagnosis but recommend that the 
woman have a plastic operation on the breasts; they are heavy and uncomfortable, 
which may perhaps be a psychogenic causation of the excoriations. ; 

Dr. Frep Wise: I believe Dr. Andrews’ suggestion regarding pituitary baso- 
philism is a good one. Telangiectases, to which Dr. Hopkins called attention, 
are faintly outlined on the breasts. 


A Case for Diagnosis (Necrobiosis Without Diabetes?). Presented by Dr. 
Pau. E. BrEcuHet. 

J. C., a woman aged 22, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Nov. 19, 1940. She stated that an 
eruption began five months previously as a single patch on the right arm and 
increased in size with the passing of time. 

She presents at about the middle of the inner aspect of the right arm a reddish 
orange patch, about 2.5 by 7.5 cm. in diameter. There is slight scaling, and in 
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the center is an oval ring of dark reddish purpuric puncta. There are a fey 
small pea-sized to finger nail-sized satellite lesions scattered on the inner and 
outer surfaces of the upper third of the arm. These lesions are purplish red and 
slightly scaly but have now begun to fade. 

The Wassermann and Kahn reactions of the blood were negative. The urine 
and the blood count were normal. Two histologic examinations were made, but 
other than an increased cellular infiltration, no definite pathologic alteration was 
reported. A suggestion of a retrogressing lichen planus was made by one 
histologist. 

DISCUSSION 

Dr. GeorGE Mitter MacKee: I have seen the patient several times, but | 
was never impressed with the possibility of necrobiosis because of the lack of 
infiltration, in spite of the fact that the lesion is slightly yellow in the center. The 
lesion looks like some sort of vascular condition or a mild lupus erythematosus. 
As I see the lesion now, there are slight desquamation, telangiectasia and throm- 
bosed capillaries with no perceptible infiltration; in other words, local vascular 
obstruction. I hesitate to make an unequivocal diagnosis. 

Dr. EuGcene F. Traus: I cannot give any definite explanation for this lesion. 
It seems to have a peculiar right-angled shape at the top which cannot be explained 
on any ordinary basis and suggests the possibility of an artefact. I suggest treat- 
ing it by occlusive dressings. While the lesion does not look like any artefact | 
have seen before, it might possibly have been caused by treatment. The patient 
said she had been given ultraviolet radiation; so the lesion may have been caused 
by sharp screening. 

Dr. Frank C. Combes: This patient reminded me somewhat of a patient 
presented several years ago by Dr. Gross (Arcu. Dermat. & Sypu. 30:598 [Oct.] 
1934) with a diagnosis of morphea with xanthomatous infiltration. The shape and 
color of the lesion in this case suggest a disturbance in the lipoid metabolism with 
the possible infiltration of lipid substances. I do not think the condition is necro- 
biosis. In cases of morphea showing lipid infiltration telangiectases are usually 
seen limited to the borders of the lesions. In this patient they cover the entire 
lesion. I could not elicit any history of infiltration which would suggest an early 
stage of morphea. 

Dr. Ray H. Rutison: I agree with Dr. Traub: I think the condition is an 
artificially produced eruption, I think there was definite trauma in the beginning. 

Dr. A. Benson CANNON: While the lesion on the arm may somewhat resemble 
a variety of ailments, such as artefact, lupus erythematosus and necrobiosis lipoi- 
dica diabeticorum, I think that the final diagnosis should rest on the histologic 
picture. The sections showed an irregular atrophic epidermis with hyperkeratosis 
and parakeratosis. The entire epidermis was greatly thinned with obliteration of 
all the rete pegs, and there was a dense, localized and fairly sharply defined infil- 
tration just beneath the epidermis involving the upper portion and midportion of 
the cutis and extending down and around a follicle. The stratum granulosum was 
a bit thickened just over this infiltration, and the whole picture somewhat sug- 
gested a possible lichen planus papule. There were no cornified plugs or basophilic 
degeneration such as one would expect in lupus erythematosus, and I believe it is 
agreed that the pathologic evidence was not suggestive of necrobiosis lipoidica 
diabeticorum. 

Dr. J. GARDNER Hopkins: I could not make a diagnosis clinically, but the slide 
suggested lupus erythematosus to me. I should not make that diagnosis on a 
hasty inspection, however, and everything I saw could fit in with Dr. Cannon’s 
suggestion of lichen atrophicus. At least histologically the condition was not a 
lipoid disturbance. 

Dr. Paut E. Becnet: I have no diagnosis of my own to offer. There is no 
doubt that the appearance of the lesion has changed greatly in the past few weeks, 
becoming less red and with much less yellow color in its center. She originally 
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had several small lesions an inch or two (2.5 to 5 cm.) above the large one, which 
have apparently cleared up entirely. I thought of an artefact for the same reason 
that has been mentioned, but the microscopic picture did not agree with that idea. 
The extreme limitation of the lesion is also against it. One histopathologist sug- 
gested the possibility of a retrogressing lichen planus, but on the other hand it is 
hard to conceive of lichen planus lesions occurring in a single place and so atypical 
in appearance. The suggestion of necrobiosis lipoidica was considered because 
of a yellow tint in the center of the lesion and a suggestion of telangiectasia. 


Leukaemia Cutis. Presented by Dr. EuGeNe F. Travs. 

E. D., a woman aged 66, was presented before this society in November 1940 
(Arco. DerMaT. & SypuH. this issue, p. 95). 

I performed another biopsy the morning after the last meeting. The punch 
used in taking the biopsy specimen just covered the lesion, and the entire blister 
was removed intact. From two of the original slides the diagnosis of leukaemia 
cutis was made, and again the pathologist, Dr. Barthel, has reported leukaemia 
cutis. Incidentally, at the recent meeting of the American Academy of Derma- 
tology and Syphilology in Chicago, Dr. Sturgis, if I understood him correctly, 
stated that most physicians are now of the opinion that in all cases of leukemia 
with cutaneous lesions the disease is true leukaemia cutis and that probably there 
are no nonspecific lesions such as leukemids. In this case I believe the diagnosis 
is definite. The biopsy specimen was obtained with a sharp punch without local 
anesthesia; so there is no distortion, and the bleb certainly stands out clearly. 


DISCUSSION 

Dr. J. F. Fraser: I should hesitate to make a diagnosis of lymphatic leukemia 
from the histologic picture presented. Multiple foci of perivascular lymphocytic 
infiltration may be seen in other conditions. The cytology should be studied 
microscopically with an oil immersion lens to determine whether the lymphocytes 
are immature. Even with this method a positive diagnosis is not always possible. 


Keratosis Palmaris et Plantaris. Presented by Dr. Paut E. Becuet. 

A. de D., a man aged 23, was presented before this society in October 1940 
,ARCH. Dermat. & Sypu. 43:1046 [June] 1941). 

The question of the determination of arsenic came up in the discussion. A 
recent report has shown a normal content of arsenic in the urine: 0.04 mg. per 
hundred cubic centimeters, with a total amount of 0.49 mg. in the twenty-four 
hour specimen. 


NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


GeorceE C. ANpbREwS, M.D., Chairman 
HerMAN SHARLIT, M.D., Secretary 


Dec. 3, 1940 


A Case for Diagnosis (Lichen Planus Erythematosus of Crocker?). 

Presented by Dr. Frank C. Comes. 

A. R., a 43 year old Italian housewife, is presented for Dr. De Oreo from the 
department of dermatology of Bellevue Hospital, complaining of a generalized 
pruritic eruption of five years’ duration. At first the lesions were papular and 
limited to the wrists, neck and ankles, but gradually the process has spread, so 
that now there are large erythematous plaques involving the face, neck, trunk 
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and extremities. During this period the patient has enjoyed good health. Her 
appetite is good, and there has been no loss of weight. A history of drug ingestion 
cannot be elicited. 

Examination reveals a generalized symmetric dermatosis on the face, neck, 
chest, trunk and extremities. On the buccal! mucosa there are numerous grayish 
white puncta and streaks and, in addition, a patch of lacelike striations. There 
are two distinct types of lesions: flat, polygonal waxy papules, many showing 
central depressions, and palm-sized smooth violaceous plaques. The latter are 
more erythematous than papular, and their deep color can be obliterated by 
pressure. In addition to large irregular areas on the face, trunk and thighs, 
there are smaller patches on the knees and over the carpal and metacarpophalangeal 
joints. At the base of each finger nail is a semicircular band which outlines the 
nail bed. 

Physical examination shows a moderately obese woman in good general 
health. There is no evidence of debilitation, muscular tenderness or atrophy. 

Repeated Wassermann tests of the blood gave negative results. The red blood 
count and the hemoglobin content have been normal. The white corpuscles have 
varied from 8,400 to 10,800, with a normal differential count. Urinalysis, deter- 
mination of icteric index and sedimentation tests have shown nothing unusual. 

Histologic examination in June 1938 showed a “toxic dermatitis”; a second 
examination, a year later, exhibited a somewhat atrophic epidermis with a mild, 
small round cell infiltrate limited to the upper portion of the papillary zone and 
blending into the basal layer. There was an increase in the granular layer. The 
picture was consistent with but not diagnostic of lichen planus. The elastic tissue 
was normal. 

DISCUSSION 

Dr. SAMUEL FELDMAN: There are two features of this condition which 
resemble lichen planus erythematosus (Crocker): the pigmentation on the neck 
and the presence of a few lichenoid papules. However, there are also a few deep 
nodules, which are never seen in lichen planus, and there is some mottling of the 
skin such as occurs in poikiloderma. I should study the case further for the pos- 
sibility of mycosis fungoides. The histologic examination showed none of the 
features of lichen planus. <A definite diagnosis, to my mind, is impossible at 
present. 

Dr. Wiisert Sacus: A few months ago I had a similar case at the New 
York Post-Graduate Medical School and Hospital, but the condition was much 
more extensive. The clinical picture was similar to that of poikiloderma, but the 
pathologic picture was that of mycosis fungoides. 

Unna’s stain with methylene blue and eosin should be used to determine 
whether histiocytes are present. If they are found, lichen planus can be definitely 
ruled out. 

Dr. Paut Gross: This case shows a striking resemblance to the one Dr. 
Hopkins and I presented last year before this society (A Case for Diagnosis 
[Poikilodermatomyositis?], ArcH. Dermat. & Sypn. 42:377 [Aug.] 1940). 
Lesions around the eyelids, patches of harsh skin over the knuckles, a diffuse erup- 
tion on the extensor surface of the forearms and arms and a poikiloderma-like 
patch on the back of the neck are some of the features present in both cases. 
Although there is no clinical evidence in this case of myositis or of wasting of 
the muscles, the diagnosis of poikilodermatomyositis of the Petges and Cléjat 
variety should be considered and a biopsy performed on muscle tissue. 

Dr. Georce C. ANDREWS: The history in the case is typical of dermatomyositis, 
beginning with edema about the eyes, dermatitis, severe pains in different groups 
of muscles, malaise and weakness. 

Dr. Gerarp De Oreo (by invitation): In differential diagnosis poikiloderma 
atrophicans vasculare, dermatomyositis and chronic disseminated lupus erythema- 
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tosus were considered. The absence of atrophy and other changes associated with 
poikiloderma was against that diagnosis. Repeated normal or slightly elevated 
white blood cell counts would be unusual in disseminated lupus erythematosus ; 
furthermore, the sedimentation rate was essentially normal, and finally, the patient 
was in good physical condition. If dermatomyositis had been present for five 
years one would expect pronounced muscle tenderness and considerable atrophy. 
These features were lacking. 

Histologic examinations were of value in ruling out the aforementioned der- 
matoses, and while all the typical changes seen in lichen planus were not present, 
the picture was consistent with that of this disease. At present there is no clinical 
or microscopic evidence of mycosis fungoides, but only years of observation and 
repeated histologic examinations can eliminate this possibility. 


Riboflavin Deficiency (Treated Successfully). Presented by Dr. Davin 

BLoom. 

F. V., a woman aged 30, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital in October 1940, with an eruption 
on the face and neck of one year’s duration which had not disappeared with 
treatment. 

Examination on October 25 showed that on the glabella extending to the 
inner third of the upper eyelids and in the nasolabial region extending down to 
the angles of the mouth there were erythema, scaling and thickening due to 
greasy seborrhea-like accumulations on the skin. There was a moderate scaly 
erythematous eruption on the neck. There was no involvement of the scalp. The 
eruption was associated with moderate pruritus. 

Riboflavin, 2 mg. three times a day, was prescribed, in combination with boric 
acid ointment locally. Six days later the patient returned with considerable 
improvement of the eruption, particularly that of the face. The administration of 
riboflavin was discontinued. Two weeks later the eruption reappeared, and after 
two more weeks the patient returned to the clinic, at which time (November 22) the 
same type of eruption was present as at the patient’s first examination, except 
that it was of a somewhat milder degree. Riboflavin was again given, and one 
week later the eruption had entirely disappeared, except for some erythematous 
remnants on the right side of the neck. 

DISCUSSION 

Dr. HERMAN GoopMAN: Did Dr. Bloom try administering placebos to see if 
the lesions disappeared as they did when riboflavin was given and recurred when 
the medicine was withheld? 

Dr. E. Wimt1am Asramowitz: I suggest that Dr. Bloom order sugar of 
milk tablets instead of riboflavin and observe the results. 

Dr. Davip Bitoom: The patient had the eruption for a whole year without 
benefiting by topical applications or by roentgen ray treatment, of which she 
received two exposures. The eruption looked like seborrheic dermatitis and fitted 
the description given by Sebrell and Butler (Pub. Health Rep. 58:2282 [Dec. 30] 
1938) of the cutaneous manifestations in riboflavin deficiency. The lack of involve- 
ment of the scalp in spite of the considerable involvement of the face was against 
the diagnosis of seborrheic dermatitis. On inquiring about her diet, I was informed 
that the patient never ingests milk, eggs, spinach or kale, rarely eats other vege- 
tables and only occasionally eats liver. 


A Case for Diagnosis (Keratosis Follicularis?). Presented by Dr. MAuRICE 
J. CosTELLo. 
Mrs. C. S., a Mexican woman aged 27, was seen at St. Clare’s Hospital with 
an eruption on her face, including the forehead, nose, cheeks and chin, and on 
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the mucous membranes of the nasal passages and septum. It has been present 
for four and a half years. 

The eruption consists of innumerable flesh-colored, closely aggregated, slender, 
conical elevations half the size of a pinhead. The lesions in the nose are peduncu- 
lated and sessile, pinhead-sized to matchhead-sized, dark brown lesions, indis- 
tinguishable from ordinary papillomas and because of their numbers causing 
obstruction to breathing. 

Her past and family histories are irrelevant. A normal girl weighing 7 
pounds (3,175 Gm.) was born to her on Nov. 15, 1940. During the last trimester 
of her gestation the eruption practically disappeared, except for the lesions on the 
nasal mucous membrane. Since the birth of her baby the eruption is again 
becoming prominent. 

Histologic examination of the cutaneous lesions about two years ago did not 
show the structure of keratosis follicularis (Darier’s disease). A more recent 
examination of one of the lesions on the nasal mucous membrane by a general 
pathologist was reported as showing the structure of an ordinary wart. 

Treatment has consisted of roentgen ray therapy, electrodesiccation and “peel- 
ing creams,” without improvement. 

DISCUSSION 

Dr. Davin Bitoom: I disagree with the diagnosis of keratosis follicularis, first, 
because of the limitation of the condition to the face, and secondly, because of 
the nature of the eruption, which does not consist of greasy papules but of small 
verrucous lesions, some of which suggest tiny vesicles. 

Dr. HERMAN SuHarwit: I agree with Dr. Bloom. I feel that if a histologic 
examination cannot absolutely confirm the diagnosis of keratosis follicularis, then 
this diagnosis must be disregarded, because this condition shows a definite histo- 
logic structure. 

Dr. WILBERT SAcus: I do not agree with the diagnosis of keratosis follicularis, 
as most of the features of that disease are lacking. Besides, I do not consider 
these lesions as being warty. On March 4, 1939, a biopsy showed the following 
picture: There were a very mild superficial inflammatory process and some 
dilatation of one of the follicles, and the one sweat duct present was also dilated. 
There was no change in the epidermis. A diagnosis of a superficial inflammatory 
process was made because, not having seen the patient, I found it difficult to make 
a diagnosis on the dilatation of a single sweat duct. Because of the lack of changes 
in the epidermis there was no evidence of keratosis follicularis. After seeing the 
patient tonight and considering the pathologic picture, I believe she has a nevoid 
disease involving the sweat ducts. 

Dr. Maurice J. Costet.o: I think the clinical appearance of this eruption 
suggests keratosis follicularis. I wish that those who disagree would suggest 
a more plausible diagnosis. 


Keratosis Blennorrhagica. Presented by Dr. FRANK C. Combes. 

H. W., a man aged 41, is presented with a macerated, oozing, soggy erosion 
on the feet and an erosion on the penis. 

He was admitted to Bellevue Hospital on Sept. 24, 1940, complaining of a 
urethral discharge of three weeks’ duration and of pain and tenderness in the 
right hip, right knee and left ankle of three days’ duration. The patient had 
had two previous attacks of gonorrheal urethritis with arthritis, in 1917 and 
1935, and had had a bilateral vasectomy in 1934, the indication for which is 
unknown. General physical examination at the time of admission showed no 
abnormalities except for a penile discharge and thickening of the epididymis. 
There were pain on motion and moderate swelling and tenderness of the right 
knee and left ankle. The diagnosis was gonorrheal urethritis, arthritis and chronic 
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epididymitis. A urethral smear and culture showed gonococci. The urine was 
essentially normal, A complete blood count was within normal range, and the 
Wassermann and Kahn reactions of the blood were negative. 

The erosions of the feet and penis, for which the patient is presented, developed 
later. They progressed gradually to the present stage. Scrapings from the feet 
showed no fungi. 

Treatment has consisted of 15 grains (1 Gm.) of sulfathiazole (2-sulfanilamido- 
thiazole) three times a day and four fever treatments. 


DISCUSSION 

Dr. HERMAN SHarRLIT: This case is the first one I have observed of this 

complication of gonorrhea in the presence of the sulfanilamide type of treatment. 

Dr. FRANK C. ComBes: I am sorry this patient does not show the typical 

waxy acuminate keratoses that are usually associated with keratosis blennorrhagica. 
He has just one lesion approaching that on the dorsum of the toe. 


Urticaria Pigmentosa. Presented by Dr. Louts TuLipan. 

R. S. D., a male infant of 14% months, was a normal healthy child at birth, 
About nine months ago yellowish spots appeared on his cheeks and continued to 
break out for the next four months all over his face. The spots have remained the 
same for the past five months, except that those on the forehead have become 
lighter. 

The patient presents on both cheeks and forehead a moderately profuse eruption 
of soft flat yellowish papules of varying shape, ranging in size from that of a 
pinhead to that of a split pea. On exertion, such as crying, the papules become 
slightly reddened. It is interesting to note that the eruption is present only on the 
face. 

DISCUSSION 

Dr. Cuartes Wotr: I believe it is difficult to confirm the diagnosis from 
the clinical picture. The clinical aspects do not confirm the pathologic diagnosis. 
Friction of the lesions does not produce an urticarial effect. The lesions are much 
smaller than those seen in urticaria pigmentosa, and the type of lesion is papular 
instead of macular. I suspect some congenital anomaly of either the sebaceous or 
the sudoriferous glands of the skin, e. g. adenoma sebaceum. 

Dr. Frank C. Compes: When I first examined this patient I admit that I 
felt as Dr. Wolf does, that the condition did not look like urticaria pigmentosa. 
Sut the patient’s mother complains that the lesions have been rubbed so much 
tonight that the ordinary little yellow freckles are now red, inflamed and raised. 

Dr. Louts TuLtrpaAn: The pinhead-sized lesions at first appeared to be verruca 
plana. On being rubbed and when the child cried, they would become congested 
and slightly raised. They occurred within the first year of life, which is the 
usual time urticaria pigmentosa occurs. Besides this, the histologic examination 
showed mast cells. Of course, it is difficult to see the yellowish tinge at night, 
but during the day the lesions have a pure yellowish color. 

To refute the objection of Dr. Wolf that these lesions are small and papular: 
Such lesions, and not macules alone, are exactly the type of lesions seen in cases 
of urticaria pigmentosa. All types of lesions, including papules, have been 
described, and pinhead-sized lesions especially have been described as fairly 
typical of this type of urticaria pigmentosa. 


A Case for Diagnosis (Tertiary Syphilid?). Presented by Dr. T. J. Rrorpan. 


H. D., a white woman aged 53, was seen in the department of dermatology 
and syphilology of St. Vincent’s Hospital with a rash on her feet which had been 
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present for thirteen months. In September 1939 the patient noted a “rash” on the 
sole of the left foot, and shortly thereafter a similar eruption appeared on the 
right sole. The lesions progressed slowly to the present condition, and she was 
first seen in the clinic on Sept. 9, 1940. 

She presents bilateral, roughly symmetric pigmented macular lesions, irregular 
in outline and ill defined, involving the sole and the inner and outer aspects of the 
left foot and the sole and the outer aspect of the right foot. The upper border 
of the lesion on the right foot shows two tiny ulcers. Both lesions show diffuse 
reticular atrophy. 

The Wassermann and Kahn reactions of the blood were strongly positive 
(3 plus and 4 plus) on repeated tests. The results of general physical examination 
were essentially normal, as were those of the urinalysis. A roentgen examination 
of the chest showed slight enlargement of the heart to the left. 

Histologic examination showed that the keratin layer was thin and no papillae 
were present. A thick-walled blood vessel was found in the corium, about which 
there appeared to be a moderate amount of fibrosis. A few sweat glands were also 
present. 

There is no history of primary or secondary lesions. The patient is receiving 
antisyphilitic therapy at present. The lesions have become more atrophic, but 
otherwise there has been no change in their appearance since September 1940. 


DISCUSSION 

Dr. FRANK C. Comses: I saw this patient about two months ago, and her 
condition at present looks much better. My impression is that she has improved 
considerably under antisyphilitic treatment. This eruption is unusual, both in its 
symmetry and in the fact that it is located on the soles. It is unusual to find 
lesions of this type in cases of late syphilis, but in the absence of any other diag- 
nosis and in view of the response to antisyphilitic therapy, I think the condition 
is due to late syphilis. 

Dr. E. Witt1AM Asramowir7z: I should like to know whether definite improve- 
ment followed the inauguration of antisyphilitic treatment. 

Dr. HERMAN GoopMAN: The observations reported and those recited this 
evening are contradictory. One observation is that the patient has a macular 
eruption and another is that she has papules with ulcerations. Further, it was 
told that for the past six or eight weeks there has been no change. 11 there has 
been no change there could not have been papules or ulcerations six weeks ago. 
If there were such lesions six or eight weeks ago, the woman has improved 
under treatment. 

Dr. T. J. Riorpan: I first saw the patient in August and deliberately held 
off antisyphilitic treatment for a month because the eruption was so unusual. A 
tentative diagnosis was made at that time because in addition to what is seen 
tonight there were two or three small ulcerations and areas which appeared to be 
nodular but were difficult to feel because of the thickness of the skin in that area. 
Antisyphilitic treatment was begun a month or six weeks later. In my opinion 
it has not changed the eruption at all. The woman herself thinks it is better, but 
I do not. 


Moniliasis. Presented by Dr. Louis TuLIipan, 


S. S., a white woman aged 41, had an eruption in the groins and genitalia 
following the onset of a vaginal discharge. A year later infection developed 
around the nail of the left index finger. Following pregnancy two and a half years 
ago an eruption appeared over the abdomen, in the angles of the mouth and under 
the breasts. Later inflammation developed on the scalp and behind the ears, and 
swelling occurred around several finger nails and the nails of the great toes. 
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Physical examination in August 1940 revealed irregular erythematous patches 
of various sizes, consisting of pinhead-sized to pea-sized papules. The lesions 
in the groins, under the breasts and in the axillas resembled moist papules, while 
those on the scalp resembled psoriasis. Behind the left ear there was a boggy 
mass due to the coalescence of many papules. The nails on the left index and 
ring fingers and on the right thumb were lusterless, brittle and broken off at the 
edges, and edema of the skin was apparent around them. An erosio interdigitalis 
blastomycetica recently developed in the web between the right middle and ring 
fingers. 

Laboratory examination showed Monilia microscopically in material from 
the finger nails and the interdigital erosion of the right hand and in cultures of 
the vaginal discharge and of material from the right axilla, the left great toe nail 
and the interdigital erosion of the right hand. Cultures were studied only from 
the standpoint of gross and of microscopic structure. 

Autoinoculation of culture material growing on Sabouraud’s medium from 
scrapings taken from the erosio interdigitalis mixed with sterile physiologic solu- 
tion of sodium chloride and rubbed into the skin of the left arm and intergluteal 
fold elicited a positive reaction within forty-eight hours. After this inoculation 
microscopic examination of scrapings showed Monilia. 


DISCUSSION 

Dr. EMANUEL Muskatstit (by invitation): The material for laboratory 
examination was taken separately from the finger nails, the interdigital erosion of 
the right hand, the lesions in the right axilla, both great toe nails, the toe webs, 
the lesions on the scalp, at the angles of the mouth, on the tongue, under the 
breasts and in the groins, the vaginal discharge and the stools. The scrapings from 
the finger nails showed only a few filaments of mycelia with no spores; so a 
definite diagnosis of moniliasis could not be made from this preparation. In the 
scrapings from the interdigital erosion of the right hand there was an abundance 
of filaments and spores of characteristic morphology and distribution; hence the 
diagnosis was then microscopically definite. All other portions of material failed to 
show Monilia. 

However, the cultures on Sabouraud’s medium gave more convincing results. 
Cultures with the gross and the microscopic structure of Monilia albicans grow 
now from material from the interdigital erosion and the lesion in the right 
axilla, from scrapings of the left great toe nail and from the vaginal discharge. 
Cultures of material from the lesions at the angles of the mouth and under the 
breasts look yeastlike, but their microscopic structure has not yet been sufficiently 
investigated. No fermentation tests or animal inoculations have been made as yet. 

Dr. Louris TuttpaAn: The important thing proved in this case is the patho- 
genicity of Monilia. In most cases there is no proof that Monilia is really 
pathogenic. 


A Case for Diagnosis (Dermatitis Medicamentosa?). Presented by Dr. 

T. J. Riorpan. 

C. L., a white woman aged 42, is presented for Dr. Orlando Canizares from 
St. Vincent’s Hospital with an eruption on the dorsa of the hands which had 
been present for three months. The patient had been receiving antisyphilitic 
therapy since March 1940. In August 1940 there appeared on the dorsum of the 
right hand a split pea—sized round shiny erythematous papule with a violaceous 
tint. Three similar lesions were noted on the dorsum of the left hand. 

Histologic examination of the lesion on the right hand showed decided 
proliferation of the epithelial pegs, a majority of them having anastomosed to 
form a reticulated pattern. Within the corium there was proliferation of the blood 
vessels, surrounded by occasional lymph cells and round cells. 
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DISCUSSION 

Dr. E. Witt1am AprAmowitz: The pathologic report does not conform to 
the clinical observations. In spite of the fact that the eruption is not painful, | 
think it might be a glomus tumor or some other type of eruption of a vascular 
nature. 

Dr. WiLsBert SAcus: From the histologic picture I suggest that the condition 
might be an angioblastoma. This would be in the same group as angioma and 
glomus tumor. 

Dr. HERMAN SHARLIT: Whatever the condition is, the lesion is highly vascu- 
lar. Pressure almost makes the lesion disappear, and it is perceptible moments 
before it reappears. 

Dr. Wicsert Sacus: If I understand Dr. Riordan correctly, there are new 
blood vessels in these lesions, and I do not know of any type of drug eruption that 
would give rise to new blood vessels. 


Prickle Cell Epithelioma of the Upper Lip. Presented by Dr. Maurice J. 
COSTELLO. 


R. N., a man aged 58, is presented from Bellevue Hospital with an oval 
infiltrated nonpainful lesion on the upper lip, measuring 1144 by % inch (3 by 
2 cm.), which has been present and increasing in size for the past three months. 
A stony hard lymphatic gland the size of a large olive may be palpated in the 
left submaxillary region. The tongue shows several areas of leukoplakia. 

Histologic examination of a specimen of the lesion on the lip showed a prickle 
cell epithelioma. The Wassermann reaction of the blood was 4 plus, and the 
patient has been receiving antisyphilitic treatment. 

At present he is receiving irradiation with radium to the draining regional 
lymphatic glands. 

DISCUSSION 

Dr. CHarLes Wo rF: I believe the squamous cell epithelioma is on a syphilitic 
basis. The lesions on the dorsum of the tongue are typical of syphilitic glossitis. 
I wonder what the rationale is of leaving the primary lesion untreated. There 
is undoubtedly metastasis present, but the primary lesion could be treated at the 
same time. 

Dr. GeorceE C. ANDREWS: It would be interesting to see if any benefit to the 
lesions on the tongue could be derived from the administration of nicotinic acid. 
There have been reports of cases in which leukoplakia was benefited by this form 
of therapy. 

Dr. Maurice J. Costetto: The main purpose of presenting this patient is to 
emphasize the rarity of epithelioma occurring on the upper lip. Because of the 
relatively rapid growth of this lesion, chancre and gumma had to be considered 
in the clinical differential diagnosis, especially since the Wassermann reaction of 
the blood was positive. That the growth of the lesion might have been accelerated 
by the coincidental antisyphilitic treatment with arsphenamine was also considered. 

Dr. E. Wrtt1am ApsraAmowi!tTz: Statistics from reliable sources collected by 
Lane-Clayton (Report on Cancer of the Lip, Tongue and Skin, Ministry of 
Health and Medical Subjects, No. 59, London, His Majesty’s Stationery Office, 
1930, page 23) show that about 6 per cent of cancers of the lip occur on the 
upper lip. 


Multiple Hereditary Telangiectasia (Osler’s Disease) and Cardiovascular 
Syphilis. Presented by Dr Frank C. Combes. 

W. S., a man aged 54, is presented from the department of dermatology and 

syphilology of Bellevue Hospital. He has had telangiectatic lesions on the lips, 
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conjunctivas, mucous membranes of the mouth and tongue for the past thirty 
years. The patient gives a history of at least ten years of antisyphilitic treatment, 
injections in the arms and hips, starting in 1915. He has had one attack of heart 
failure. 

Examination of the heart reveals a systolic murmur over the precordium and 
a diastolic murmur heard only at Erb’s point. The heart is enlarged, and he has 
a collapsing pulse. He has dyspnea on the slightest exertion. The blood pressure 
is 115 systolic and 68 diastolic. Examination of the fundi shows sclerotic changes 
in the arteries, but no telangiectatic areas are seen. 

The result of a tourniquet test was negative and that of a fragility test normal. 
The Wassermann reaction of the blood was 4 plus. The erythrocytes numbered 
2,610,000 and the hemoglobin amounted to 5.8 Gm. per hundred cubic centimeters. 

The family history is insignificant. 

Treatment has consisted of intramuscular injections of liver extract and blood 
transfusions, 

DISCUSSION 

Dr. HERMAN GoopMAN: The Osler type of this disease is the same as that 
described by Goldstein (Arcu. Dermat. & Sypu. 26:282 [Aug.] 1932). There 
is no familial history in this case; so the condition is not of the Osler or Gold- 
stein type. : 

Dr. Henry D. Nites: I agree with Dr. Goodman. The fact that there is no 
familial history of the disease is certainly against the diagnosis of Osler’s disease. 
It is possible that the vascular changes may be associated with the syphilis or 
the antisyphilitic treatment. 

Dr. Davin BLoom: I disagree with Dr. Goodman and Dr. Niles. The fact that 
only 1 member of the family is affected does not speak against the hereditary 
nature of a disease, especially when the other members have not been examined 
and questioned thoroughly. 

Dr. Frank C. Compes: I agree with Dr. Bloom. Adam and Eve did not have 
all the diseases now known to be hereditary. Conditions of this nature do not 
just suddenly occur in the person in whom they are clinically apparent. It takes 
several generations of changes in the organism until in one generation such a 
condition may become evident. Probably that is the explanation in this case. 
The patient has an enlarged liver and spleen and severe anemia. I believe the 
hemoglobin content was 30 or 40 per cent a couple of weeks ago. It was neces- 
sary to give him considerable supportive treatment in order to make possible his 
presence at this meeting. 


A Case for Diagnosis (Adenoma Sebaceum, Pringle Type?). Presented 
by Dr. John H. Harris. 

J. C. C. a man aged 55, a Russian Jew, has an eruption on the forehead, 
temples, cheeks, infraorbital regions, chest and back, which has been present since 
early childhood. It consists of multiple discrete milium-sized to lentil-sized 
nodules, with several pea-sized cystic formations on the forehead and back. 

The patient states that the same condition has been present in other members 
of his family; his maternal grandmother, his mother, an uncle and one sister are 
said to have had a similar condition. 

3iopsy of material from a characteristic lesion on the postauricular area was 
performed on Nov. 28, 1940, and Drs. Satenstein and Sachs reported: “some 
hyperplasia of the sebaceous glands with cystic follicles.” 

DISCUSSION 

Dr. Davin Bioom: I favor the diagnosis of adenoma sebaceum. The history 

reveals that other members of the family have been affected. 


Dr. WiLtBert SAcHS: Adenoma sebaceum was Dr. Satenstein’s diagnosis. I 
called the condition a multiple benign cystic epithelioma. I believe this patient has 
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a disease comparable to that seen on the scalp, namely, turban tumor. If biopsy 
specimens were taken from different lesions, one would probably find various types 
of nevi, such as sebaceous nevi involving the sebaceous glands, trichoepithelioma 
and multiple benign cystic epithelioma developing from lanugo hair follicles and 
even nevi of the sweat apparatus, such as syringoma and spiradenoma. I think 
the entire process is a nevus involving different structures of the skin. 


A Case for Diagnosis (Mycosis Fungoides?). Presented by Dr. Louts 
TULIPAN. 


A. A., a white man aged 50, is presented from the clinic of the New York 
University College of Medicine with an eruption which began two and one-half 
years ago on the right leg. About a year ago an eruption developed on the sides 
of the nose, and it gradually spread over the head and body. Several roentgen ray 
treatments caused partial involution of the lesions, with relief of itching. 

At present there are infiltrated erythematous papules and plaques on the face 
and neck. The eyebrows are practically absent. On the back are large plaques, 
which are not infiltrated. On the arms and legs are scattered patches of a fol- 
licular-papular dermatitis. There are diffuse scaling on the palms and scaly 
patches on the scalp. 

Fungi were found in the toe webs. The Wassermann reaction of the blood 
was negative, and a blood count was normal. The nasal discharge failed to show 
lepra bacilli. 

DISCUSSION 

Dr. EMANUEL MuSKATBLIT (by invitation): When I first saw this patient, 
in December 1939, he presented patches on the face with infiltration and elevation, 
and there was even a suggestion of leprosy. He then had thick eyebrows, which 
gave him a leonine appearance. He was presented at a Bellevue conference, and 
several diagnoses were suggested: lupus erythematosus, psoriasis, dermatophytid 
and others. Unfiltered roentgen ray treatment was begun cautiously with % 
unit (38 r) once weekly, and in a few weeks the eruption entirely disappeared. He 
went to the country with a perfectly clear skin. He came back later with a 
recurrence. I gave him a few more roentgen ray treatments, and the eruption 
subsided. Up to now he has had three recurrences, as far as I know. There 
were lichenified patches on the left leg at the start. 

Dr. Henry D. Nires: I agree with Dr. Bloom that the most feasible diagnosis 
tonight is mycosis fungoides, except for the lesions on the palms, which I think 
are very hard to fit in with that diagnosis. Has the patient ever received any 
arsenical therapy? 

Dr. Louris TurrpaAn: There are scaly lesions on the palms resembling 
psoriasis, and there are scaly patches on the scalp which would also fit in with 
that diagnosis. Nodular lesions on the face, and also lesions on the back, have 
been described as fairly characteristic of mycosis fungoides. I saw this patient 
for the first time a few days ago and thought the eruption on his back was a 
possible mycosis fungoides. He complained of severe itching at times, which 
was relieved by roentgen ray therapy. The fact that there are psoriatic patches 
on the palms is not against a diagnosis of mycosis fungoides. There have been 
cases of mycosis fungoides reported in which there were psoriatic patches, and 
I think Dr. Fox reported a case of psoriasis of many years’ duration which 
finally terminated in mycosis fungoides. Parapsoriasis and psoriasis may possibly 
be the beginning of mycosis fungoides; so I do not think that any feature this 
man presents today can be used against the diagnosis of mycosis fungoides. 


Lichen Planus with Atrophy. Presented by Dr. Franx C. Comses. 


J. D., a man aged 72, is presented for Dr. S. Bluefarb from Bellevue Hospital 
with an eruption on the extremities of seven years’ duration. 
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The lesions are perifollicular and erythematous in color; no violaceous lesions 
are seen. A thin adherent scale is present. There is loss of hair in the involved 
areas. Atrophy is present, but there are no central plugs or punctiform depres- 
sions. The lesions are grouped and in circumscribed patches varying in size from 
that of a silver dollar to that of a palm. Diascopic pressure reveals no apple 
jelly nodules. There are no oral lesions, and itching is not present. 

The Wassermann reaction of the blood was negative. Intracutaneous injection 
of tuberculin in a dilution of 1 to 1,000 elicited a negative reaction. A roentgeno- 
gram of the chest was normal. Studies for amyloidosis gave negative results. 
The histologic examination revealed lichen planus. 


Gumma of the Shoulder. Syphilis of the Cardiovascular and the Central 
Nervous System. Perforated Nasal Septum. Presented by Dr. WILLIAM 
LEIFER. 

M. R., a woman aged 59, was seen in the department of dermatology and 
syphilology of Bellevue Hospital with a denuded area on the right shoulder, neck 
and upper part of the chest of twenty-nine months’ duration. In June 1938 the 
patient noted a nickel-sized ulceration on the upper right side of the chest, which 
gradually spread to involve the shoulder and the neck, with the formation of 
numerous satellite lesions of a similar nature. The condition was treated locally 
without improvement. There was no history of a primary lesion or of a secondary 
eruption. The patient had received no “needle treatments” prior to admission. 

Examination reveals an irregularly shaped denuded area on the right shoulder, 
the right side of the neck and the upper part of the right arm, measuring 22 cm. 
in length and 7.5 cm. in width. The borders are erythematous, moderately 
indurated, ragged and undermined for the most part, and there are multiple 
sinuses which exude thick pus. There are numerous smaller satellite lesions on 
the upper part of the chest. The pupils are small and fixed to light. The nasal 
septum is missing. The reflexes are hyperactive on the right side, and the sense 
of vibration is impaired in both lower extremities. 

The Wassermann and Kahn reactions of the blood were 4 plus, and the 
Wassermann reaction of the spinal fluid was 4 plus. The Pandy reaction was 
2 plus. A roentgenogram of the chest showed a greatly widened aortic arch. 

The patient has responded well to antisyphilitic therapy combined with local 
therapy. 

DISCUSSION 

Dr. FRANK C. Combes: It is hard to understand how a patient with a lesion 
like this wandered around for two years from one physician to another without 
a Wassermann test having been performed. From her appearance tonight it is 
dificult to realize the way she looked when I first saw her; solid ulcers extended 
from the neck down to the arm, with all the skin entirely eroded down to the 
muscle. She has made remarkable progress. 


Multiple Chancres. Presented by Dr. FRANK C. Compes. 


J. O’R., a man aged 33, was admitted to Bellevue Hospital on Nov. 27, 1940, 
complaining of lesions on the penis and on the face. Fifteen days before admission 
the patient noted a lesion on the penis, and two days later three lesions appeared 
on the face. Two days prior to admission he had a generalized rash. He had 
a sore throat of ten days’ duration. 

Physical examination shows a dime-sized lesion at the corona of the penis, 
three dime-sized crusted lesions on the face (one on the upper lip, one at the left 
angle of the mouth and one on the chin), a generalized maculopapular rash and 
generalized lymphadenopathy. 

Dark field examination of material from the penile lesion showed Spirochaeta 
pallida. The Wassermann reaction of the blood was 4 plus. The spinal fluid was 
normal, 
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The patient has received thus far two injections of typhoid vaccine and six 
injections of mapharsen (0.06 Gm. each). 


DISCUSSION 
Dr. Frank C. Compes: As is characteristic of multiple initial lesions, these 


all appeared simultaneously. Spirochetes were seen on dark field examination of 
material from several of them. 





METROPOLITAN DERMATOLOGICAL SOCIETY 
Tuomas N. GrauaM, M.D., President 
Rospert R. M. McLaucuiin, M.D., Secretary 


Dec. 16, 1940 


A Case for Diagnosis (Naevus Telangiectodes?). Presented by Dr. A. C. 

CIPOLLARO. 

L. N., a woman aged 27, born in the United States, states that she has had 
lesions on her face for about two years, for which she has received no special 
treatment. She has had some ultraviolet irradiation but has never had any roentgen 
ray therapy. The skin appeared to be dry, and there was some follicular plugging 
in erythematous areas situated on both cheeks and forehead. On close inspection 
these erythematous areas seemed to be made up of closely grouped telangiectases. 
The most pronounced feature of the condition at present is the appearance of these 
telangiectases, which seem to improve and get worse without any apparent cause. 
She was treated with white lotion N. F., other astringent lotions and also mer- 
curial preparations. She has received detailed instructions regarding the care of 
the scalp. Under topical remedies the condition did not seem to clear, and roentgen 
irradiation was employed. She received four treatments, each consisting of 75 r, 
without any benefit. 

DISCUSSION 

Dr. Ropert R. M. McLauGuHitn: I feel that the condition is congenital, that 
is, an ectodermal effect. There are certainly seborrheic lesions on the face. 

Dr. Henry D. Nites: I do not get the impression that this condition is con- 
genital. I believe that one has to rule out a tuberculous infection of some kind. 
The color seems to me to be more brownish than is usual in Osler’s disease and 
more like that seen in lupus miliaris faciei disseminatus. I should like to know 
the results of a histologic examination and tuberculin tests and to see a roentgeno- 
gram of the chest. 

Dr. J. Lowry MiLver (by invitation): I agree with Dr. Niles regarding the 
possibility of a tuberculous infection. 

Dr. Ricuarp J. Ketty: I am interested in this case because I have been 
observing a boy, 12 years of age, who has identical lesions except that they are 
located on both cheeks anterior to the ears. He also has seborrheic eczema. The 
eczema cleared after treatment with a salicylic acid and sulfur cream and ultra- 
violet irradiation, yet the lesions on the cheeks persisted. I suggest that the con- 
dition is seborrheic nevus. 

Dr. Maurice J. CostELLo: I am inclined to think that if this unusual eruption 
were tuberculosis, atrophy would show by this time. This nevoid eruption is 
associated with the pilosebaceous apparatus. I do not think that the condition is 
tuberculous, but one may determine its true nature only by histologic examination. 

Dr. Larrp S. VAN Dyck: My impression is that the condition is a follicular 
seborrheic nevus, one of the rarer types of nevoid conditions involving the pilo- 


sebaceous apparatus on the face. 
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Dr. THomas N. GraHAm: I agree with Dr. Niles that a tuberculous involve- 
ment of the skin,’probably lupus miliaris faciei disseminatus, must be considered in 


this case. Most of the lesions appear to be small reddish brown papules rather 
than telangiectases. A biopsy should differentiate between the two conditions. 

Dr. AntHony C. Creotcaro: I have seen the woman on several occasions 
and have ruled out follicular seborrheic dermatitis. I rule out miliary tuberculosis 
because of the fact that there are no structures resembling tuberculosis. There are 
no apple jelly nodules, and the color of the lesions is not brownish red. The lesions 
are not papular or nodular but are dilated pilosebaceous apertures ringed by 
telangiectases. 


Pyoderma Gangraenosum. Presented by Dr. ANTHONY C. CIPOLLARO. 


J. S., a woman aged 32, was presented before the Manhattan Dermatologic 
Society on Nov. 12, 1940 (Arcu. Dermat. & SypuH., to be published). Two addi- 
tional diagnoses were considered, namely, erythema induratum (Bazin’s disease) 
and dermatitis factitia. 

DISCUSSION 

Dr. Ropert R. M. McLauGuHiin: Because this patient has no pharyngeal 
reflex, the healed areas are not atrophic, the scars are the type that could result 
from a chemical burn and the lesions are sharply defined, my diagnosis would 
be dermatitis factitia. 

Dr. Henry D. Nites: I am inclined to agree with Dr. McLaughlin for the 
reasons mentioned. I would expect much more scarring if this condition were 
not an artefact. It is superficial and comparatively slight on both legs and has 
a sharp outline. I suggest the application of an Unna boot to determine if heal- 
ing would result. 

Dr. J. Lowry MILter (by invitation): If the application of an Unna boot 
does not improve the condition, it would be interesting to make a bacteriologic 
study. I have seen a large lesion appearing to be a typical gumma, which was 
treated previously at the clinic with no improvement, clear up completely with 
the application of zinc peroxide. 

Dr. Maurice J. Costetto: I am under the impression that this eruption, 
which I have seen before, has improved. It is studded with pinhead-sized abscesses 
just behind the undermined, dull red, advancing borders. I believe that the lesion 
is the type of pyogenic undermining ulcer described by Dr. Meleney (Surc., GyNECc. 
& Osst. 56:847 [May] 1933) and is due to a microaerophilic streptococcus. The 
lesion should be treated with a paste made of fresh zinc peroxide and water applied 
with the proper technic. 

Dr. RicHarp J. Ketty: I agree with the members who have suggested the 
possibility of an artefact, but I should be interested in seeing if any improve- 
ment would result from Meleney’s zinc peroxide treatment. 

Dr. Larrp S. VAN Dyck: There seems to be an infectious process tunneling 
under the border and raising it up rather than a tissue reaction due to external 
agents. The depth and bad odor of the lesion would be most unusual for derma- 
titis factitia. 

Dr. THomas N. GraHam: I agree with the diagnosis as presented. The 
lesions in this case tend to be annular and, I believe, do not suggest dermatitis 
factitia. Self-inflicted lesions usually present a characteristically triangular 
excoriated appearance. 

Dr. AntHONy C. Crpottaro: I did not make a diagnosis of dermatitis 
factitia, but this possibility should be considered. I do not know what chemical 
could cause this condition. The possibility of tuberculosis has been ruled out. 
Biopsies have shown only granulation tissue. Sulfathiazole (2-sulfanilamidothia- 
zole) in doses of 7% grains (0.5 Gm.) administered three times daily has been 
well tolerated. Bromides and iodides as causative agents have been ruled out. 
The patient has been on a salt-free diet for over a year. 
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A Case for Diagnosis (Lesion of the Neck). Presented by Dr. HENry 
D. NILEs. 


M. C., a white woman aged 24, states that a lesion on the right side of her 
neck started “like a pimple” six months ago. It increased in size at first but 
has not changed for some time, except that she thinks it may have become redder 
in the past three weeks. 

There is an oval circumscribed firm plaque in the skin on the right side of 
the neck. This is attached to the overlying skin but not to the underlying tissues. 
The upper and lower borders are slightly raised, whitish and hard, and the center 
is red and atrophic and contains several telangiectases. The lesion is not tender. 
There are no similar patches elsewhere on the skin and no lesions in the mouth. 
She has had three injections of 1.5 cc. each of bismuth subsalicylate and three 
treatments of 75 r each of unfiltered roentgen rays to the patch on her neck, 
There has been little change in the lesion. 


DISCUSSION 


Dr. RicHarp J. Ketty: Although the patient is young, I favor the diagnosis 
of basal cell epithelioma and suggest that a biopsy be made, particularly because 
of the location. A good cosmetic result could be had by making the incision along 
the sternocleidomastoid line. 

Dr. Maurice J. Costerto: The lesion has the appearance of a morphea-like 
type of basal cell epithelioma or morphea. If histologic examination confirms 
the former diagnosis, the lesion should be excised surgically, because this type is 
radioresistant. Removal by surgical diathermy would necessitate deep destruction, 
which would be followed by a disfiguring scar. 

Dr. Larep S. Van Dyck: I agree with the diagnosis of epithelioma. Sur- 
gical excision would be my choice of treatment. 

Dr. THomas N. GraHAM: I believe that although the lesion has some fea- 
tures of basal cell epithelioma, lupus erythematosus must be seriously considered. 
There are definite atrophy, telangiectasia and the type of scaling which is charac- 
teristic of this disease. I recommend complete excision of the lesion and micro- 
scopic examination of the tissue. 

Dr. Henry D. Nizes: I think angiolupoid and sarcoid must be considered. 
Although they are rare, I have seen lesions with atrophy and telangiectasia that 
looked like this and were proved histologically to be angiolupoid. Another possible 
diagnosis is the morphea type of epithelioma. I agree that surgical excision is 
indicated if this diagnosis is correct, but if the lesion is an angiolupoid, I want to 
see if I can cure it by other means. Even with the best of surgical treatment there 
will be some scarring. A bismuth compound injected intramuscularly might 
possibly help. Whether the lesion is sarcoid, epithelioma, lupus erythematosus, 
angiolupoid or morphea, the best treatment is excision, I do not think any one 
can make a definite diagnosis without a microscopic study. 


Eczema Seborrhoeicum. Presented by Dr. Maurice J. CostTe.to. 


M. H., a man aged 41, a draftsman and office worker, has had an eruption on 
his face and body for the past twenty-five years, with frequent exacerbations and 
a few remissions. During the past three or four years it has involved at various 
times the following locations: the scalp, the conchae of the ears, the margins of 
the eyelids, which always look acutely inflamed and edematous, the upper lip, the 
angles of the mouth, the penis and the inguinal, scrotal, suprapubic and perianal 
regions. 

The eruption for the most part has been erythematosquamous, slightly infil 
trated, oozing and fissured. The lesions around the scrotum and suprapubic regions 
have shown many pinhead-sized superficial pustules. The eruption has always 
presented a rather sluggish indolent appearance. The urine, complete blood counts 
and feces were normal. He has a healed duodenal ulcer. Examination for Monilia 
has not been performed. 
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The eruption has been extremely refractory to the following kinds of treatment: 
administration of superficial roentgen rays, application of sulfur ointments and 
salves (brilliant green, chlorhydroxyquinoline ointment, coal tar, paste of zinc 
oxide N. F.), mechanical epilation of the eyelashes, administration of vitamin B 
complex and ultraviolet irradiation. 


Eczema Seborrhoeicum. Presented by Dr. Maurice J. CosTe.to. 


M. H., the daughter of the patient just presented, aged 10 years, has had an 
eruption somewhat similar to that of her father, involving the scalp, ears, naso- 
labial folds, back of the neck and upper part of the back for the past three weeks. 
Six months ago she had a similar eruption on the back and on the nape of the 
neck. She resembles her father. She has had no treatment. 


DISCUSSION OF CASES OF ECZEMA SEBORRHOEICUM (FATHER AND DAUGHTER) 


Dr. Ropert R. M. McLauGuHLin: I agree that the condition is seborrheic 
eczema. One might try administering a preparation of liver, 5 U. S. P. units twice 
a week, and sulfur ointment locally, if tolerated. Curiously, some patients with 
this condition have high lipoid values in the blood. 

Dr. Henry D. Nites: The prognosis is poor. It is interesting that the 
daughter has the same type of eruption as her father. I have never observed 
familial occurrence before. 

Dr. Royat M. Montcomery: I think both patients have seborrheic eczema. 
Usually seborrhea or pityriasis simplex capitis does not begin before puberty. 
The case of the child illustrates the infectiousness of seborrheic dermatitis. In 
British literature many state that dandruff is infectious. Wills (Wills, W. K.: 
J. State Med. 38:672 [Nov.] 1930; M. Press 129:214 [March 12, 1930]) cited many 
cases in which dandruff complicated other dermatoses and stated that such derma- 
toses elsewhere on the body were improved when treatment was directed toward 
clearing up the dandruff. He mentioned the relation existing between a mother 
and her infant by which a similar condition, pityriasis simplex capitis, may develop 
in the child. It would be interesting to see if scales from body patches would show 
one of the organisms that are claimed to be the cause of pityriasis, such as Pityro- 
sporum ovale or a polymorphous coccus with gray colonies. A combination of 
these is said to be the cause of seborrheic dermatitis. It would be interesting to 
see if scales from the scalp, eyelids and upper lip in the father would show 
P, ovale. 

Dr. J. Lowry Miter (by invitation): I agree with Dr. Montgomery. I was 
under the impression that seborrhea in families spread to the children, but not 
rapidly. The condition is not highly infectious. There is the question of whether 
it is infectious or hereditary. It would be interesting to keep a record over a 
period of years to see if other members of the family will have it. The treatment 
is rather difficult, but thorough cleanliness may break the chain in the child. 

Dr. Maurice J. Costetto: This eruption is much more refractory than 
ordinary seborrheic eczema, and in this respect it resembles a monilia infection. 
It has a predilection for the mucocutaneous junctions. Fractional doses of roentgen 
rays have had little effect on any single lesion. There is no improvement in the 
summer, 


Melanosis of the Mucosa. Presented by Dr. Henry D. Nixes. 


F. H., a woman aged 48, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital in September 1940 with an eruption 
cn the lips of one year’s duration. 

The patient states that about nine months ago she received injections in the 
hip for neuritis of the back and that after this treatment her lips became swollen 
ind blisters formed on them. The blisters cleared up in about two months, but 
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brownish black pigmented areas remained. These have persisted and seem to have 
increased somewhat in size. The patient has also observed one on the right side 
of the upper gum. The areas are not painful, but at times the right side of the 
mouth and of the lips feels numb. About one week ago another blister formed on 
the right side of the lower lip, but this seems to be healing at present. She has 
applied iodine on the pigmented areas; this caused the top layer to peel, but the 
pigmentation has persisted. 

The Wassermann and Kahn reactions of the blood were negative. Histologic 
examination confirmed the diagnosis of melanosis of the mucosa. A roentgeno- 
gram of the lungs showed an “old fibrocalcific tubercle deposit and scars in the 
left second intercostal branch.” 

Examination reveals several round pinhead-sized to small lentil-sized flat dark 
brown spots on the mucosae of the cheeks, lips and gums. There is no infiltration 
or suggestion of malignancy on microscopic examination. The injections were 
given at Kings County Hospital, but I do not know what drug was used. 


DISCUSSION 

Dr. Royat M. Montcomery: Has the history of drugs any direct bearing on 
the eruption? 

Dr. Henry D. Nires: The bullae appeared after the injections for the neuritis 
in the back. 

Dr. J. Lowry MILLer (by invitation): Several cases like that have been 
reported. In 1 case the condition followed sunburn blisters. The lesions were 
removed with a desiccating needle. 

Dr. RicnHarp J. Ketty: I have seen similar lesions, although not so extensive, 
which have followed trauma, particularly of the lip. The pigment appeared sub- 
sequent to healing. 

Dr. Maurice J. Costetto: I had a patient at Misericordia Hospital whose 
dermatosis was the exact counterpart of this girl’s. There was no reason dis- 
coverable for it. I think the areas of pigmentation will probably be permanent. 

Dr. Ropert R. M. McLAuGuHLIn: I do not see anything unusual in a pigmented 
spot’s developing at the site of a previous lesion. The woman is a brunet, and the 
pigmentation is the sort seen in brunets following trauma. 

Dr. THomas N. GRAHAM: My impression is that the pigmentation is darker 
than that frequently observed at the sites of previous lesions in brunets. I recall 
having encountered a number of cases of this type with no history of trauma. 

Dr. Henry D. Nites: I cannot agree with Dr. McLaughlin that these lesions 
are common. I believe that the pigmented spots probably followed the bullae. 


Varicose Ulcer on the Left Internal Malleolus. Presented by Dr. Larrp S. 
Van Dyck. 

W. R., an unmarried man aged 69, a manufacturer, is presented for suggestions 
as to therapy. He has an ulcer on the left internal malleolus of seven months’ 
duration. 

The varicose veins of both legs were treated twelve years ago with injections, 
with good results. Eight years later an ulcer developed on the internal malleolus 
of the left leg. It healed promptly. Two years ago he bumped his right leg 
against a sidewalk grating, and an ulcer developed, which healed after three 
months’ treatment. Shortly afterward he had rhus dermatitis of the hands, arms, 
legs and thighs, which cleared up in two weeks. One year ago a small ulcer, 
0.5 cm. in diameter, appeared on the left internal malleolus. This healed in one 
month under treatment with ultraviolet radiation and elastic bandages. He had 
hemorrhoids, which were treated by injections two years ago, with good results. 

His present trouble began seven months ago with a tiny ulcer, 3 mm. in 
diameter, on the left internal malleolus. It was painful and extremely tender. 
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It has progressed slowly in spite of supportive treatment with elastic bandages 
and an Unna boot made with zinc glycerogelatin, ultraviolet radiation, cod liver oil 
ointment, ozonized olive oil, zinc oxide paste with ichthammol and sponge dressings. 
Rest in bed with the leg elevated makes the pain worse, whereas walking seems to 
facilitate drainage from the ulcer and relieves pain temperarily. Elastic bandages 
cause discomfort unless applied loosely. Pitting edema sometimes appears on the 
dorsum of the left foot. There are now two narrow, almost linear ulcers over the 
left internal malleolus, surrounded by a wide dark brown pigmented area of skin. 
Pulsation is felt in the dorsalis pedis artery. 

Urinalysis on several occasions showed reactions for albumin and hyaline and 
granular casts. The blood sugar was normal. Fluoroscopic examination of the 
chest showed no abnormalities. Ophthalmoscopic examination revealed arterio- 
sclerotic changes. His blood pressure was 130 systolic and 78 diastolic. The 
Wassermann reaction of the blood was negative. 


DISCUSSION 

Dr. Ropert R. M. McLaucuiin: I think this patient is the type who has 
been reported as having a normal fasting blood sugar and yet a high sugar intol- 
erance. Treatment with insulin by injection or with insulin ointment in some 
cases gives remarkably good results. The fasting blood level for dextrose is usually 
normal but rises to over 200 mg. per hundred cubic centimeters in the sugar 
tolerance test. 

Dr. Henry D. Nixes: I suggest a bacteriologic examination and treating the 
ulcer with a paste of equal parts of sulfanilamide and glycerin. I have heard that 
this is an effective treatment for varicose ulcers, as well as for impetigo and moist, 
fissured postauricular eczema. 

Dr. Royat M. Montcomery: At the New York Post-Graduate Hospital there 
have been good results from the use of mecholyl chloride (acetylbetamethylcholine 
hydrochloride) by iontophoresis in the treatment of ulcers of the leg. 

Dr. Maurice J. Costetto: I learned recently of good results obtained in 
treatment of varicose ulcers by the injection of 5 to 10 cc. of whole blood beneath 
the ulcer. I tried it in 1 patient, with good results. Procaine hydrochloride, 2 per 
cent, is first injected; this is followed by the injection of whole blood taken from 
the cubital vein. The purpose is twofold: (1) It supplies the necessary blood 
elements, and (2) the pressure of the blood on the ulcer is beneficial. The treat- 
ment should be given about once a week for six or eight weeks. 


Note.—The ulcer has healed completely under treatment with mecholyl chloride 
iontophoresis. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
HERMAN BEERMAN, M.D., Chairman 
DonaLtp M. Pitisspury, M.D., Secretary 


Dec. 20, 1940 


Psoriasis with Kébner Phenomenon Following Ultraviolet Irradiation. 
Presented by Dr. Donatp M. Pittspury and Dr. Rospert Lorcren (by 
invitation). 

C. G., a white man aged 38, presents a scattered erythematous scaling papular 
dermatosis on the trunk, extremities, chest, scalp, eyebrows, upper lip, glans penis 
and foreskin, with plaques and patches of the dermatosis on the legs, elbows and 
back. On removal of the scales, minute bleeding points are seen. On the middle 
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portion of the back, extending down to the level of the top of a man’s shorts and 
ending in a sharply marginated border, there is a diffuse scaling patch of confluent 
erythematous papules. There are numerous small yellow puncta of Fordyce's 
disease on the buccal mucosa and on the lips. The patient first noticed scaling 
patches on both elbows about ten years ago. These have been present continuously. 
About four months ago, at about the same time that he was changed from a day 
shift to a night shift at work, he noticed scaling patches appearing on his legs. 
One month later lesions appeared on the scalp and in the eyebrows. The lesions 
on the back appeared about a month and a half ago. One of the patient’s brothers 
had psoriasis, but the family history is otherwise normal. 

The results of Kolmer, Kline and Eagle tests for syphilis were negative. Dark 
field examination of material from the penile lesions did not show Spirochaeta 
pallida. The patient has been given injections of 10 cc. of whole blood intra- 
muscularly weekly, together with application of ammoniated mercury ointment 
U. S. P. to the body and of salicylic acid, sulfur and solution of coal tar to the 
scalp. He has been given a fat-poor diet, salicin, 5 per cent juniper tar ointment 
and ultraviolet irradiation. After the first ultraviolet radiation treatment erythema 
and small papules appeared on the lower portion of the back. Two weeks later 
there were scaling and a definite diffuse papular psoriatic eruption in this region. 


DISCUSSION 
Dr. Donatp M. Pit_tspury: The main features in this case are the flare-up 


in the psoriasis after ultraviolet irradiation and the appearance of lesions of 
psoriasis in the area of normal skin which was irradiated. 


Psoriasis (Due to Sensitivity to Light?). Presented by Dr. Bertram 
SHAFFER. 


A. C., a white woman aged 20, presents scaling erythematous patches on the 
face, scalp, hands and to a slight extent on other parts of the skin. The eruption 
has existed for thirteen years; it always gets worse in spring and summer and 
improves in the winter. The patient’s basal metabolic rate was normal, as were 
the blood count, the cholesterol content of the blood and the result of a sugar 
tolerance test. Scrapings and cultures showed no fungi. Bacterial cultures gave 
negative results. Intracutaneous tests with staphylococcus toxoid and trichophytin 
gave negative results. A cutaneous test with ultraviolet radiation produced a 
psoriatic patch at the site of exposure following a slight erythema. The result 
of a galactose tolerance test was normal. Culture of the stools showed the pre- 
dominating organism to be Bacillus coli. Examination of the stool and urine 
showed no porphyrin. The use of a light-opaque ointment and covering the leit 
hand with a glove and the legs with heavy cotton stockings resulted in improvement. 


DISCUSSION 

Dr. Joun H. Stokes: I should like to call attention to the control factors. 
By covering the hand, one is doing a great deal more than protecting it from 
light. This also protects it from contact irritation and exerts pressure on the 
surface, and pressure alters materially the response to ultraviolet radiation, as | 
noted in women in the days of the corset. The pressure area shows less reaction 
to radiation rather than more. So I should not accept the result obtained by 
covering the hand as conclusive evidence that this condition is light sensitiveness. 
The patient should be put in a darkened room, if one is going to make a con- 
clusive test. I might call attention, too, to the fact that light-protective ointments 
are not proper agents for testing sensitiveness to light. Ordinary acne can be 
made to improve greatly under a slightly acid light-protective ointment. 

Dr. Tuomas ButrerwortH, Reading, Pa.: It is interesting that some time 
ago some one advocated treatment of psoriasis with 2 per cent fluorescein intra- 
venously. I tried it, however, in conjunction with ultraviolet irradiation, without 
any striking results. 
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Dr. Joun H. Stokes: The covering of an eruption on the hands is a move 
against the psychoneurogenous factor. I use it regularly in the form of a gelatin 
dressing, partly to get the patient’s mind off the lesion. There is a review of the 
literature on stigmatization of this type in a recent paper by Stokes, Beerman and 
Ingraham (Am. J. M. Sc. 200:560-576, 1940). 


Calcinosis and Scleroderma. Presented by Dr. CArMEN C. THOMAS. 


M. L., a white woman aged 24, presents a linear band of scleroderma on the 
inner surface of the right forearm and large irregular calcium deposits over each 
anterior superior iliac spine, in the neighborhood of the elbow and knee joints and 
on the bearing surfaces of the heels. Some are beginning to push through the 
overlying skin. The patient was presented before this society in April 1940 
(Arcu. Dermat. & SypuH. 42:740 [Oct.] 1940) and is shown again to demon- 
strate the progress of the calcinosis. 

DISCUSSION 

Dr. THomMAs ButTTeRwortH, Reading, Pa.: Is Dr. Thomas having any favor- 
able results with the administration of prostigmine in other patients with this 
disease ? 

Dr. CARMEN C. Tuomas: I have tried it in 6 cases; in 2 there was definite 
improvement. The morpheiform type of scleroderma responds well; the acro- 
sclerosis variety responds very poorly. 

Dr. Joun H. Stokes: I suggest administering a bismuth compound in this 
case. I base that suggestion on a French report (Sezary, A.: Bull. Soc. frane. 
de dermat. et syph. 44:1981, 1937) on the use of an oil suspension of bismuth 
hydroxide (muthanol). Before muthanol disappeared from the market, owing to 
the outbreak of war, I had the opportunity to treat 2 patients with the morphei- 
form type of scleroderma with it, and I have never seen such astonishing results. 
The transformation in a 21 year old woman was really amazing; and I have had 
a report that after a second course of fifteen injections her skin is now clear. 

Dr. Donato M. Pittssury: The calcium content of the serum in this case 
is within normal limits. In some cases of this type it is raised and in others it 
is normal. If calcium balance studies were made in this case, some disturbance 
would probably be noted. 


Superficial Basal Cell Epithelioma. Presented by Dr. J. W. Lentz (by 
invitation) and Dr. HERMAN BEERMAN. 

M. M., a white woman aged 43, presents a number of superficial scaling and 
crusting patches, 3 to about 10 cm. in diameter, characterized by thin translucent 
pearly borders. These began sixteen years ago with a lesion on the sternum, 
which is the only one that has been treated. She received an unknown total dose 
of roentgen rays in 1937. There is a history of taking solution of potassium 
arsenite U. S. P. for chorea many years ago. There are four large red plaquelike 
crusted and scaling lesions, which are located on the sternum, the right hip, the 
right shoulder and the right side of the neck respectively, in addition to several 
smaller lesions. The patient has had colicky pain in the right upper quadrant of 
the abdomen, gastrointestinal disturbances, dysuria and urgency of urination since 
1933. There is tenderness over the right scapula and the right costovertebral 
angle, in the right upper quadrant and in both lower quadrants. There is a nodule 
on the cervix. The patient has a retroverted uterus and internal and external 
hemorrhoids. The results of complete examination of the blood, urine and gastric 
contents were essentially normal. Serologic tests of the blood for syphilis gave 
negative reactions. Histologic examination showed superficial epithelioma. 


DISCUSSION 
Dr. G. E. PFAHLER: I think that these lesions can be cured by destructive 
doses of unfiltered roentgen rays. Since she is a patient at the clinic, I suggest 
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treating the lower lesion on the right side with six to eight erythema doses daily, 
using unfiltered roentgen rays in relatively close contact, so as to get a super- 
ficial effect. I would then destroy one of the other lesions by electrodesiccation, 
using the loop of the electrode so as to get a flat surface but being sure to go 
through the lesion. I think the lesion will heal more rapidly and satisfactorily 
after the electrodesiccation. I have not felt that Bowen’s disease is an entity; it 
is just a variation of epithelioma. I have seen all kinds of lesions in cases of 
superficial epitheliomatosis, including ulcerating ones, varying in size from that 
of a pinhead to that of a fist. 

Dr. Carrot, S. Wricut: I have seen a number of patients with this condition 
in the last twenty years, including many treated by good radiologists, and prac- 
tically all of them have shown an extreme atrophy and telangiectasia of the treated 
area, sometimes without cure of the original lesion. In treatment I have tried 
both roentgen therapy and electrodesiccation. The ideal treatment, I think, is 
with solid carbon dioxide. In treating the large lesions, if a large piece of the 
solid carbon dioxide is moistened slightly with acetone and kept in contact with 
the lesion for a few seconds, a tremendous slough is obtained, which heals with 
no other bad after-effects. Patients who have had experience with different 
methods of treatment insist on solid carbon dioxide. I do not know how most 
patients with this disease were given their roentgen therapy, possibly with an 
entirely different technic from that outlined by Dr. Pfahler, but I will say that 
sometimes the results have been bad. 

Dr. A. Strauss: I agree with Dr. Wright. I have found that roentgen 
irradiation, even carried out as Dr. Pfahler has indicated, has been followed by 
recurrence of the condition around the border of the lesions in many of my cases. 
Recently I have tried semicontact roentgen ray therapy with much larger doses 
of carefully screened radiation, but the reactions were terrific, just as with solid 
carbon dioxide, and I do not know just what the end results will be. 

Dr. Joun H. Stokes: I should like to second Dr. Wright on the undesira- 
bility of using repeated doses of roentgen rays on these patients. Some bad results 
follow that kind of treatment. It seems to me that the ideal treatment is to scrape 
off the surface lesion first of all and then to paint the scraped area with an 
escharotic. I use 10 per cent acid nitrate of mercury, the Sherwell technic. Then 
I painstakingly desiccate over the eschar after neutralizing the surface with sodium 
bicarbonate, which results in a dry, leathery slough, which is pliable, does not 
become infected and remains in situ until healing is more or less complete. One 
can treat a lesion as large as the palm and have no more trouble than with the 
chromic acid cauterization of lesions of lupus vulgaris. I administer a massive 
dose of roentgen rays to the eschar, which probably results in enough roentgen 
rays reaching the base of the lesion to prevent a keloid. The surface should be 
painted with 5 per cent gentian violet and 25 per cent alcohol, which prevents 
infection. All of this can be done in one or two sessions. 

Dr. SicmuND S. GREENBAUM: Instead of using acid nitrate of mercury, | 
favor a saturated solution of arsenous acid in equal parts of alcohol and water. 

Dr. Frep D. WEIDMAN: Why has nobody mentioned arsenic paste? A solu- 
tion of arsenous acid in alcohol, as described by Dr. Greenbaum, is much like the 
ancient arsenic paste. 

Dr. SicgmuND S. GreENBAUM: I think that both the arsenous acid and per- 
haps the acid nitrate of mercury are selective for epitheliomatous tissue, but zinc 
chloride is not. Some twenty-five years ago Dr. Schamberg developed a caustic 
powder (zinc chloride 334% per cent and zinc oxide 66 per cent) which, made 
into a paste with alcohol and applied to areas thoroughly separated from healthy 
skin by strips of adhesive tape, would rapidly destroy large growths. 

Dr. Joun H. Stokes: If one uses a curet, one can dig the edge of the lesion 
out. I think the surface should be scraped thoroughly for at least 1 cm. around 
the margin; otherwise there will be a marginal recurrence. Moreover, there will 
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be occasional recurrences in the scar; hence the patient should be instructed to 
report every three months for a year, so that one can pick out the translucent 
nodules, and these should be not desiccated but coagulated. There is no pain in 
these methods beyond the first prick of the hypodermic needle; there is no pain 
during healing, and there is no inflammatory reaction around the eschar if gentian 
violet is applied. The lesion must, however, be kept dry; it cannot be greased 
and must not be gotten wet. 


A Case for Diagnosis. Presented by Dr. James M. FLoop (by invitation). 


M. B., a white boy aged 12 years, thin and pale and intelligent, presents massive 
destruction of the center of the face, complete loss of the nose, most of the septum 
and the hard palate, swelling of the eyelids, palpable cervical nodes, partial necrosis 
of the turbinates, large perforation of the palate and a foul odor; he has a tube 
graft on the chest. His mother and father are living and well; serologic tests of 
their blood gave negative reactions. In May 1937 the patient went to an osteopath 
because of “sinus trouble” and was treated with heat and short wave radiation for 
six months. The discharge became worse and was occasionally blood tinged. The 
eyes reddened, and the tear sac was inflamed. Early in 1938 he consulted a 
physician and was treated with suction pressure, nasal lavage and maybe an intra- 
nasal operation. He received seventeen roentgen ray treatments of high voltage 
from May to August 1938. The eyes temporarily improved, but toward the end 
of the treatment pieces of bone began to drop from the nose. In September 1938 
the first serologic test of the blood was performed, and the reaction was found 
to be positive. Histologic examination resulted in the diagnosis of a probable 
sarcoma and of a “chronic inflammatory reaction, probably not syphilitic’ by two 
others. Injection of old tuberculin elicited negative reactions to low test doses. 
Cultures showed Staphylococcus aureus and hemolytic streptococcus. The roent- 
genogram showed decided destruction of bone. The Wassermann reaction of the 
blood was moderately positive. Cerebrospinal fluid was type 1 on two occasions, 
negative on the third. Other laboratory data were normal. 

The patient has been given antisyphilitic treatment with a soluble bismuth 
compound, followed by bismuth subsalicylate and bismarsen, with no definite 
results. A recent flare-up of the process was coincident with resumption of treat- 
ment with bismuth subsalicylate. Treatment was begun with neoarsphenamine, 
in doses of 0.45 Gm., together with iodides and mercury. After this treatment 
the lesions in the roof of the mouth cleared, but the foul-smelling discharge con- 
tinued. The general health improved. After twenty-five injections of neoars- 
phenamine, 0.45 Gm. each, the physician changed the treatment to administration 
of mercury by mouth and inunction with mercury, followed by intramuscular 
injections of a bismuth compound, with no improvement; he then ret’rned to 
giving the arsenical plus mercury and iodide intravenously, and the process flared, 
involving all the cartilages of the nose. At this point treatment was doubled to 
two intravenous injections a week, but within a few weeks tremendous destruction 
resulted, and the patient was referred to the Hospital of the University of Penn- 
sylvania in November 1939. Sulfanilamide (paraaminobenzenesulfonamide) and 
sulfathiazole (2-sulfanilamidothiazole) have been administered locally and by 
mouth. The patient has also been given azochloramid, 1 to 2,000 in olive oil, 
with slight improvement; zinc peroxide, with not much improvement, and cod 
liver oil and allantoin, with definite improvement. The process continued to 
improve until about three weeks ago, at which time a sudden flare-up again took 
place. The patient has also been given thiamine chloride intravenously, 100 mg. 
three times a week, fever therapy and neoarsphenamine, 0.2 to 0.3 Gm. twice a 
week at the height of the fever. 

DISCUSSION 

Dr. SicmunpD S. GREENBAUM: I have encountered a case like this, in which a 
laryngologist reported the condition as a mutilating granuloma of the nose and 
face. In the French literature there is a case of that kind reported under the 











128 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


name of “mutilating sarco-lupus pernio.” In the English literature some one 
reported a number of cases under the term progressive ulcerative reticulosis of 
the palate. It is possible that in an occasional instance this condition is closely 
allied to geometric phagedena and the conditions described by Meleney. 


Dr. A. Strauss: A patient with a clinically similar condition was shown in 
Chicago at the meeting of the American Academy of Dermatology and Syphilology 
(Benedek, T.: American Leishmaniasis, ArcH. Dermat. & SypuH., to be pub- 
lished). The sections in this case do not show the same picture. 


Dr. Freon D. WemmMan: I think it would be worth while to take another 
biopsy specimen. These sections show nothing but granulation tissue. In a case 
like this the person taking the specimen is timid, and all that the pathologist gets 
is some of the granulation tissue on the surface. With leishmaniasis to be con- 
sidered, I think it would be worth while to give this boy gas anesthesia and make 
a deep enough incision to get a really representative portion of the tissues. 
Dr. Lloyd Ketron showed me a section two months ago from a case of leish- 
maniasis in Baltimore, so dermatologists must be alive to its presence here in 
America. The parasites show up best with hematoxylin and eosin stain, better 
than with any of the Giemsa preparations. 


Dr. Joun H. Stokes: When the boy was first seen in our clinic, there was 
great difficulty in getting anything done for him. Now there is a great hurry to 
treat him. He is receiving fever therapy, with doses of arsphenamine at the height 
of the fever, sulfathiazole locally and 100 mg. of thiamine hydrochloride intra- 
venously every other day. The boy’s morale seems to me to be suffering. His 
courage up to this point has been superb, but tonight he is a sadly depressed little 
boy. I think, however, that he is definitely improved clinically. More would be 
learned if fewer things were done at once. Anthiomaline has not yet been con- 
sidered in his case, and since it does not provoke very serious reactions, I think 
he might be given a little of this, in view of the possibility of leishmaniasis and 
ii he does not heal under other measures. 


Note.—The patient later improved strikingly, probably as a result of repeated 
local applications of an aqueous paste of sulfathiazole. 
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Pemphigus Vulgaris. Presented by Dr. R. E. Barney. 


Mrs. S. L., a woman aged 70, was first seen on Nov. 5, 1940. She stated that 
she had had an intermittent itchy eruption over the body for the past three years. 
In September 1940 blisters had developed on her trunk and extremities. 

Examination reveals pea-sized to plum-sized bullous lesions on the arms, thighs 
and, to a less extent, trunk. For the most part they seem to arise from normal 
skin. Some are tense while others are flaccid. The contents of most of the 
bullae are serous, but a few contain blood and others pus. Some have ruptured, 
leaving erosions and crusts. On the trunk and extremities there are dime-sized to 
silver dollar-sized erythematous areas, which are the sites of previous blebs. 
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The mucous membranes are not involved. Nikolsky’s sign cannot be elicited. 
Constitutional signs are absent, but the itching is so severe that it has made the 
patient extremely nervous. 

The hemogram showed 4,300,000 erythrocytes and 16,300 leukocytes per cubic 
millimeter of blood and 11.3 Gm. of hemoglobin per hundred cubic centimeters. 
There were 50 per cent neutrophils, 21 per cent lymphocytes, 4 per cent monocytes 
and 25 per cent eosinophils. A complete chemical examination of the blood showed 
nothing abnormal. The urine was normal. 

A week’s treatment with a vitamin D concentrate produced no improvement in 
the eruption, and on November 22 she was admitted to the hospital. Thorough 
treatment with sulfanilamide failed to influence the process; new lesions appeared 
as others disappeared. Daily injections of an adrenal cortical extract (cortin), 
beginning with 1 cc. and increasing gradually to 5 cc., together with 0.65 Gm. of 
sodium chloride three times daily after meals, likewise had no effect. Two trans- 
fusions produced slight improvement. On December 26 intramuscular injections of 
germanin were begun. The initial dose was 0.1 Gm., and the dose was gradually 
increased every other day until 1 Gm. was reached. The patient received a total 
of 5.5 Gm. After this the eruption gradually improved, and on Jan. 14, 1941 there 
were no lesions and the patient was discharged from the hospital. A week later 
a cherry-sized bleb appeared 3 inches (8 cm.) below the right knee on the antero- 
lateral aspect of the leg, and a vesicopustule the size of a glass pinhead was seen 
just below the right ala of the nose. 

DISCUSSION 

Dr. G. H. Curtis: I treated this woman prior to her consulting Dr. Barney 
with coagulen and sodium cacodylate, as recommended by Davis and Davis, and 
also with large doses of vitamin D, without benefit, although the course of treat- 
ment was short. 

Dr. R. E. Barney: This patient shows what I believe is typical pemphigus 
vulgaris. My associates and I ran through the gamut of therapeutic suggestions 
and finally employed germanin. I started with small doses, carefully watching the 
urine and blood pressure, and she tolerated it without any difficulty. When she 
was discharged, ten days ago, she had no lesions. Now she shows a tendency 
toward recurrence. 


Dermatitis Herpetiformis (Herpes Gestationis). Presented by Dr. R. E. 
SARNEY. 

Mrs. E. E., a woman aged 22, was first seen on Nov. 18, 1940, five days after 
the birth of her first child. She stated that during the last months of her preg- 
nancy itching was an annoying symptom, especially on the palms and soles. At 
the first examination she presented a vesicle on the inner aspect of the left thigh 
and several pea-sized erythematous and urticarial lesions on the trunk. She left 
the hospital seven days post partum and was readmitted on December 3, presenting 
numerous pinhead-sized to plum-sized vesicular and bullous lesions on the arms, 
trunk and thighs. Some of these had an erythematous base; others arose from 
apparently normal skin. Some, especially on the thighs, were iris shaped. Pruritus 
was severe. 

Salicylates given by mouth, colloidal baths, wet dressings of solutions of boric 
acid, aluminum acetate and potassium permanganate on the arms and legs and 
mentholated boric acid ointment applied to the trunk gave little relief. Two weeks 
after the patient was admitted to St. Luke’s Hospital the temperature rose to 40.2 C. 
(104.4 F.). Sulfanilamide therapy was begun but was discontinued after a thorough 
trial failed to influence the eruption. Intravenous injections of iron cacodylate 
three times weekly had no effect. Autohemotherapy and a blood transfusion were 
of no benefit. 

The vesicular and bullous lesions appeared in crops, so that in time the skin of 
the entire body, including the face, scalp, palms and soles, was involved. Earlier 
in the course of the disease the legs and arms chiefly were affected, while later the 
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trunk bore the brunt of the attack. The vesicles on the trunk were pinhead sized 
to pea sized and arranged themselves in variously sized gyrate configurations, the 
centers of which were hyperpigmented. There was a striking symmetric involve- 
ment. From time to time vesicles varying in size from that of a glass pinhead 
to that of a small pea were seen on the vermilion border of the lips, the buccal 
mucosae, the hard palate and the dorsum of the tongue. There have been few 
constitutional symptoms. 

For the past month the patient has received intramuscular injections of a 2 per 
cent sodium arsenite solution, beginning with 5 minims (0.3 cc.) and increasing 
1 minim (0.06 cc.) every other day to tolerance. At different times she has had 
roentgen therapy over the dorsal portion of the spine, the trunk, and the 
extremities. 

At present the eruption is much improved. There is a brownish pigmentation 
at the site of the preexisting lesions on the trunk and extremities, still exhibiting 
the symmetric character of the disease. There are glass pinhead-sized to pea-sized 
vesicles around the neck and on the upper portion of the arms and legs. The 
vesicles on the hands have for the most part ruptured, leaving eroded surfaces. 

On admission the hemogram showed 3,980,000 erythrocytes and 25,000 leuko- 
cytes per cubic millimeter and 13.4 Gm. of hemoglobin per hundred cubic centi- 
meters. The differential count showed 34 per cent neutrophils, 7 per cent 
lymphocytes, 3 per cent monocytes, 53 per cent eosinophils and 3 per cent uni- 
dentified cells. The temperature on admission to the hospital was 38.2 C. (100.8 F.). 

The urea nitrogen content of the blood was 2.7 mg. per hundred cubic centi- 
meters, the results of other chemical examinations of the blood being within normal 
limits. The basal metabolic rate was +9 per cent and +8 per cent. The urine 
was normal. The Wassermann reaction of the blood was negative. A roentgeno- 
gram of the sella turcica was normal. 


Dissecting Cellulitis of the Scalp (Perifolliculitis Capitis Abscedens et 
Suffodiens). Presented by Dr. R. E. Barney. 


This case was reported in detail in the Arcuives (Barney, R. E.: Dissecting 
Cellulitis of the Scalp, 23:503 [March] 1931) and has been presented before this 
society on two previous occasions (ArcH. Dermat. & Sypu. 19:1027 [June] 1929; 
20:141 [July] 1929). 

J. S., a man aged 30, was first seen by me in December 1928 and has been under 
observation at intervals since then. The eruption in the scalp cleared in about 
eighteen months under treatment. It recurred in 1935 and gradually extended 
from the occipital region down the back of the neck. When he was seen in July 
1940 the eruption had extended to the middle of the neck posteriorly, involving 
the skin from ear to ear. The center of this area showed scar tissue, while the 
border was active, presenting numerous abscesses with undermining of the skin. 

Autogenous vaccine, application of 3 per cent ammoniated mercury ointment 
and incision of the abscesses had no effect on the eruption. 

On July 19 he was hospitalized. Treatment consisted of 1 to 8,000 mercury 
bichloride wet dressings, further incision of the abscesses and touching the ulcera- 
tive areas with toughened silver nitrate. The improvement under this therapy was 
slight. Beginning on August 20 he was given 15 grains (1 Gm.) of sulfathiazole 
(2-sulfanilamidothiazole) every four hours. The eruption immediately began to 
improve and by August 27 had entirely cleared. 

Histologic examination of tissue taken from the active border of the lesion on 
the neck showed changes similar to those reported in the original article. 


DISCUSSION 


Dr. H. J. Parkuurst, Toledo, Ohio: This case corresponds to one Wise and 
I reported twenty years ago (A Rare Form of Suppurating and Cicatrizing Dis- 
ease of the Scalp, Arco. Dermat. & Sypn. 4:750 [Dec.] 1921), and I think we 
are indebted to Dr. Barney for simplifying the name of the disease and also for 
the excellent therapeutic result obtained by the use of sulfathiazole. 
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Dr. H. A. BrunstTING, Toledo, Ohio: At the Chicago meeting of the American 
Academy of Dermatology and Syphilology, Dr. Paul O’Leary brought up the 
subject of apocrine glands aberrantly located in the scalp and the fact that this 
disease may simulate hidradenitis. 

Dr. R. E. Barney: My associates and I made eight biopsies and made a great 
many serial sections. We were able to show that this disease began as a folliculitis 
with rupture of the follicle and a subsequent cellulitis. In the corium in the cellular 
infiltrate one could demonstrate hairs, but at no time did we see anything suggesting 
apocrine glands. The response to sulfathiazole was little short of miraculous. 
Rationale for the therapy is suggested by the fact that staphylococci were con- 
sistently cultured from the lesions. 


Sporotrichotic Tenosynovitis. Presented by Dr. G. H. Curtis and Dr. E. W. 

NETHERTON. 

G. M. B., a man aged 57, was presented before this society on Nov. 18, 1937 
(Arco. DerMaT. & SypH. 38:131-132 [July] 1938) with generalized subcutaneous 
gummatous and ulcerating sporotrichosis, confirmed by cultures of pus from the 
lesions which showed a fungus identified as sporothrix. 

During November and December 1937 and January 1938 the cutaneous lesions 
entirely disappeared after the patient took large doses of potassium iodide. On 
Dec. 14, 1937 the tendon sheath of the dorsum of the right wrist became swollen 
and filled with fluid. By Jan. 7, 1938 the fluid and swelling disappeared. The 
patient continued to take potassium iodide up to February 1, at which time its 
administration was discontinued until November, because of intolerance. During 
May the swelling of the wrist recurred, and in June the tumor was incised. 

Histologic examination of the specimen showed granulomatous tissue with 
giant cells. 

In November the swelling was much larger, and cultures of the fluid showed 
numerous colonies of Sporotrichum schenki-beurmanni. Since then the treatment 
has been by heavily filtered roentgen rays. In September 1939 900 r was given; 
in March 1940, 900 r, and in April and May, 1,850 r. He has been given potassium 
iodide for periods of from four to six months up to the present. 

The culture of S. schenki-beurmanni presented was from fluid aspirated from 
the wrist on Jan. 6, 1941. 

DISCUSSION 

Dr. H. A. Haynes Jr., Akron, Ohio: I suggest, since the process is well 
localized, that the abscess be irrigated with a compound solution of iodine U. S. P. 
much diluted or with potassium iodide solution. 


Prurigo Nodularis. Presented by Dr. R. E. Barney. 


B. G., a man aged 43, presented himself for examination on Dec. 5, 1939, com- 
plaining of an itching eruption on the legs. It started in February 1938 as a 
“lump” just above the inner aspect of the right ankle. Subsequently other lesions 
appeared on the leg, usually at the site of trauma. He stated that once the lesions 
appear they persist indefinitely. In March 1940 a physician removed a large 
lesion from above the inner surface of the right ankle and one from the anterior 
surface of the left leg at the junction of its upper and middle thirds. A few days 
later the patient noted recurrences in these areas. 

He is a well developed, well nourished man with an eruption on the legs, most 
evident just above the right internal malleolus. The lesions vary from the size 
of a glass pinhead to that of a large pea and are firm subacutely inflammatory 
purplish verrucous papules. There are about twenty lesions in this location, a 
few occurring separately. The others are so close together that they appear to 
be fused into two plaques, one about the size of a silver dollar, 1 inch (2.5 cm.) 
above the malleolus, and the other just above this, measuring 2 by 3% inches 
(5 by 2 cm). There are a half dozen glass pinhead-sized to cherry-sized nodules 
in the middle of the anterior surface of the left tibia. The 1% inch (4 cm.) scar 
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on the anterolateral aspect of the left tibia at the junction of its middle and upper 
thirds shows several recurrent papules the size of a small pea. Just above th: 
right external malleolus there is a verrucous papule the size of a large pea, sharply 
elevated above the surrounding skin. 

Serologic tests for syphilis gave negative results. The hemogram and the 
urine were normal. 

Histologic examination of tissue from a lesion in the middle of the anterior 
surface of the left tibia and from a recurrent papule in the scar just above showed 
essentially the same structure. The epidermis was the seat of a hyperkeratosis 
and acanthosis with thickening of the rete pegs, which extended deeply into the 
corium. Several nests of cells were detached from the surface epithelium, but 
this might have been due to the method of section. These cells presented a slight 
degree of polymorphism and some large prickle cells with prominent nuclei and 
nucleoli. At the periphery the cells appeared to be of the basal type. No mitotic 
figures were seen. There was an infiltration in the corium consisting of a large 
number of lymphocytes, plasma cells and histiocytes. 


DISCUSSION 


Dr. E. W. NetHerton: I believe this case is one of hypertrophic lichen planus 
instead of prurigo nodularis. There are some shiny angular papules on the glans 
penis. One of these has a definitely annular depressed center, and I thought I 
could see white striae in that lesion. On the legs the lesions are confluent, while 
those of prurigo nodularis usually remain discrete. There is one lesion on the 
right ankle which is suggestive of prurigo nodularis. In the mouth there are 
lesions suggestive of lichen planus. 

Dr. J. E. Fisher: That was my impression. The pruritus is not as intense 
as in prurigo nodularis. While the patient complains of itching, it seems to me 
not as severe as that of 1 or 2 patients I have had under my care. 

Dr. R. E. Barney: I did not see the lesions on the penis, but made the diag- 
nosis on the basis of the fact that these lesions usually follow trauma, and there is a 
definite history of that. Once a lesion develops, it never disappears spontaneously. 
Following the excision of nodules, recurrence developed two or three days after 
the biopsy was performed. The pruritus in this case is intense, contrary to Dr. 
Fisher’s suggestion. When the patient scratches a sound area, a lesion may appear. 
If Dr. Netherton saw lesions on the penis, I shall certainly have to revise my idea. 


Scleroderma, Progressive Type. Presented by Dr. Jonn E. RAuscuko-e. 


J. C., an Italian aged 52, who stated that he had had no previous illnesses, 
presents a symmetric diffuse eruption involving the neck band area, back, forearms 
and legs, which developed suddently three months ago on the legs. Since then the 
condition has extended rapidly with no subjective symptoms. 

The individual areas vary from 1 to 2 cm. in diameter, as noted on the forearms 
and arms, to plaquelike involvement of the entire back. The eruption is macular 
and sharply defined and varies from pink to a more or less blanched and anemic 
color. Some areas are greatly indurated and extend deeply into the corium and 
subcutaneous tissues. On palpation the involved areas of the skin are considerably 
warmer than the surrounding normal area. 

The urine was normal. The calcium content of the serum was 10.8 mg. and 
the phosphorus 3.12 mg. per hundred cubic centimeters. 

Histologic examination showed chronic inflammation and fibrosis of the skin 
consistent with the clinical diagnosis of scleroderma. 


Localized Scleroderma with Deformity of the Right Foot. Presented by 
Dr. R. E. BARNEY. 
M. S. Jr., a white school boy aged 16, was first seen at the age of 4 years, 
when he presented a typical scleroderma of one month’s duration, involving the 
outer aspect of the area extending from the midportion of the right thigh to just 
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below the knee. There was a similar lesion on the left side of the abdomen. The 
eruption on the leg spread gradually, and three years later the deformity of the 
foot began. 

The patient is a well nourished boy, whose right leg is definitely smaller than 
the left, although it does not seem shorter. Involving the outer aspect of the 
right thigh opposite the anterior iliac spine and extending downward to the middle 
of the leg there is a band of atrophic firm skin. It is 4 inches (10 cm.) wide at 
the upper part and tapers gradually, ending in the middle of the outer aspect of 
the leg. There is some hyperpigmentation in this area, and the superficial veins 
are dilated. The skin of the left side of the abdomen presents a palm-sized area 
of atrophy and hyperpigmentation. 

The dorsal tendons of the right foot are drawn taut, preventing its extension. 
The muscles of the foot and leg are somewhat atrophic, and the toes are pulled 
together with the great toe flexed downward and laterally under the three adjacent 
toes. There is considerable enlargement of the metatarsophalangeal joint of the 
great toe. 

A roentgenogram showed no evidence of pathologic bone or joint changes in 
the right knee, nor was there any suggestion of an injury. There was a flattening 
of the longitudinal arch of the right foot, with a possible subluxation of the first 
phalanx of the great toe. The phalanx was displaced somewhat to the plantar 
side. There was a moderate osteoporosis involving all the bones of the foot and 
ankle. The anterior ends of the astragalus and the scaphoid were very low. The 
flattening at this particular part of the foot was greater than normal. 

Histologic examination of skin removed from the upper part of the right thigh 
revealed a slightly keratinized thin layer of stratified squamous epithelium. The 
papillae of the corium were present. The corium presented a considerable degree 
of perivascular round cell infiltration. There was an increase in the amount of 
elastic tissue, which was separated by the fibrosis and presented a slight degree 
of fragmentation. 


Lupus Vulgaris with Malignant Degeneration. Presented by Dr. R. E. 

BARNEY. 

Mrs. J. B., a woman aged 61, at the age of 3 years had an eruption at the site 
of an incision for an abscess on the left side of the neck. This gradually spread 
to involve a bandlike area approximately 5 cm. in diameter on the entire anterior 
half of the neck. No treatment has been given. 

In June 1940, following a minor injury, an ulcer about 2 cm. in diameter 
developed on the left side in the involved skin. From a histologic examination 
this lesion was diagnosed as a squamous cell epithelioma. Complete regression 
followed treatment by irradiation. 

When the patient was first seen by me, on Jan. 13, 1941, the anterior half of 
the neck presented a sharply defined eruption about 5 cm. wide. This was made 
up of glass pinhead-sized to pea-sized brownish yellow deeply seated nodules, 
mostly at the superior border of the eruption at the sides of the neck but also 
scattered sparsely throughout the atrophic and scaly center of the process. There 
is a definite dime-sized scar in the center of the eruption on.the left side of the 
neck, 

Histologic examination of tissue from the edge of the ulcer showed a moderately 
well differentiated squamous cell epithelioma and, in addition, a granulomatous 
infiltrate in the corium. Histologic examination of nodules at the upper border 
of the eruption on the right side of the neck showed no striking change in the 
epidermis. In the corium there was a lymphocytic and plasma cell infiltration 
around the blood vessels and rete pegs. There were also several discrete tubercles 
made up of fibroblasts and epithelioid cells infiltrated with lymyphocytes and plasma 
cells. There was a small number of giant cells. No tubercle bacilli were found. 

No tubercle bacilli were recovered after guinea pig inoculation with the material 
taken for biopsy from the active border of the eruption. Serologic tests for 
syphilis gave negative results. 
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DISCUSSION 


Dr. C. G. LaRocco: I should like to ask whether any of the members have 
had any experience with sulfanilamide in the treatment of lupus vulgaris. I per- 
sonally have not had any but have been asked about its value. 

Dr. G. H. Curtis: On examination of the ulcer on the neck I could not feel 
any particular induration suggestive of epitheliomatous degeneration. In examin- 
ing the section from the ulcer which had been diagnosed as epithelioma, I noted 
considerable acanthosis at the edge of the ulcer, but the orderly sequence of the 
prickle cells seemed normal to me. I think that until further observation proves 
otherwise, the condition is a pseudoepitheliomatous hyperplasia rather than a 
malignant degeneration. I think the type of histologic change corresponds to that 
recently demonstrated by Weidman before the American Academy of Dermatology 
and Syphilology. He described it as taking place in any ulcerated lesion. It is 
a healing or repairing change, and the epithelium becomes enormously thickened. 
The morphology of the cells is different from that seen in epitheliomas. I do not 
question the diagnosis of lupus vulgaris in the other histologic preparation. 

Dr. R. E. Barney: Dr. Curtis apparently did not understand the situation 
entirely; this ulceration was treated with radium, and naturally he could not pal- 
pate any ulceration in the scar because it has entirely disappeared. Two patholo- 
gists have seen the section, and both agreed that the condition was malignant 
degeneration. There is a break in the basement membrane, and there are many 
mitotic figures. 

Dr. E. J. Arpay, Lakewood, Ohio: I also saw Dr. Weidman’s demonstration, 
and I have looked at this section with the same idea that Dr. Curtis had, but | 
must confess that the histologic picture was different from that in Dr. Weidman’s 
cases. There was no continuity of the basement membrane in this slide, and there 
were too many malignant-looking cells. I think this condition is a squamous cell 
epithelioma. 


Discoloration of the Nails. Presented by Dr. R. E. Barney. 


D. B., a girl aged 17, was seen on Jan. 17, 1941, complaining of gastric distress 
and discoloration of the finger nails. The epigastric pain has been present five 
months and has not improved after three weeks of ulcer diet treatment. 

The discoloration of the nails appeared about the middle of October 1940. She 
stated that she has used the same brand of colorless nail polish since September 
and has not had her hands in a colored solution. The thumb nails were free 
when she entered the hospital, but four days ago the left thumb nail became 
involved. 

The patient is well nourished and well developed and has an orange discolora- 
tion of the distal half of all her finger nails. The left thumb nail is only slightly 
involved, while the right seems to be free. The discoloration is removed with 
difficulty by scraping the nail plate with a scalpel. There is a fine powdery sub- 
stance beneath the nail. 

Examination of the material under the nails showed no mycelial threads or 
spores. 

The hemogram was normal. 

DISCUSSION 

Dr. G. H. Curtis: This case is interesting to me, since I have had a similar 
one. This girl told me that about three months ago she began using a certain 
brand of colorless finger nail polish. Women paint their nails just part way, leaving 
the lunula exposed and untouched. She stated that the discoloration followed that 
pattern. The discoloration is on the distal half of her nails, which is about the 
area to which the polish is applied. About two months ago I saw a man who 
presented an identical discoloration of the finger nails. He said that after the 
application of a colorless clear polish, the nails had become stained. Most of the 
stain can be scraped off, but it does penetrate the nail substance for a slight dis- 
tance. No further discoloration has occurred since he discontinued the use of 
the polish. 
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Dr. R. E. BARNEY: What is in the nail polish? If it is colorless, why should 
it produce a color? 

Dr. H. A. Haynes Jr., Akron, Ohio: Not much is known about the chemistry 
of discolorations. It is a known fact that if mercury bichloride is applied to the 
skin, some persons will get a gray-brown discoloration of the nails and others 
none at all. Why some do and others do not is unknown. Occasionally patients 
are seen with brownish black rings around the fingers or under wrist watches, the 
areas of which have been covered by gold of moderate purity. Some one recently 
has discovered that these discolorations under gold occur only in the presence 
of face powder, because the zinc oxide or zinc stearate enabled gold sulfide to be 
formed with sweat. A great deal of nail polish is made in Toledo, Ohio, I think, 
by a company which salvages old x-ray films. The silver is soaked off and the 
film then dissolved in acetone. Is it not possible that some of the clear nail polish 
may contain some silver? 

Dr. R. E. Barney: This discoloration is not the type one would expect from 
silver. Of course one thinks immediately of the application of this polish to the 
nails as the cause. She has used it since October, and the discoloration occurred 
after that. Frankly, I thought she was applying something to the nails to attract 
attention. I suggest applying some polish to her toe nails and see what happens. 

Dr. J. E. RAuscHKoLs: Many of the nail polishes are dissolved in acetone. 
Some are powdered, and the main ingredients are either titanium oxide or ‘tin 
oxide, and some of the powder, presumably colored, contains resorcinol. It might 
be possible that through the action of sweat and liberation not only of sodium 
chloride but perhaps of iodine or bromides the resorcinol may be changed into 
the tetro or iodo bromine, making it a dye, such as the dyes used in gallbladder 
studies. 


Boeck’s Sarcoid. Presented by Dr. R. E. Barney. 

Mrs. A. W., a Negress aged 34, was seen on Nov. 29, 1940 for an itching 
eruption on the left leg of five months’ duration. 

In December 1934 examiners at the Board of Health reported that the patient 
was suffering from miliary tuberculosis, and she was treated at the Cleveland 
Tuberculosis Sanatorium at Warrensville, Ohio, for this disease from May 1935 
until November 1936. Repeated examinations of the sputum showed no tubercle 
bacilli. She was treated in the outpatient department of St. Luke’s Hospital for 
latent syphilis in 1934 and again in 1940. 

Examination revealed a silver dollar-sized group of reddish brown papules, 
varying in size from that of a glass pinhead to that of a small pea, on the anterior 
surface of the left tibia at about its middle. These papules were arranged in an 
arcuate configuration and were firm on palpation. 

Two biopsy specimens were taken from the nodules, one for guinea pig inocu- 
lation and one for microscopic study. Since the removal of the biopsy specimens 
there has been a definite improvement in the lesions, but they are still visible. 
No tubercle bacilli were recovered after guinea pig inoculation. The injection of 
tuberculin in dilutions of 1 to 100,000 and 1 to 10,000 showed negative reactions. 

A roentgenogram of the lungs on Sept. 9, 1934 revealed a hilar type of infec- 
tion with evidence of interlobular pleurisy. On June 5, 1940 a roentgenogram of 
the lungs revealed broad hilar shadows of increased density. The chest had 
improved since the taking of roentgenograms in 1934, but there were still ques- 
tionable areas in the left hilar region. The presence of several small central 
cavities could not be ruled out. 

Roentgenograms of the long bones and the bones of the hands and feet were 
normal. 

Histologic examination revealed a thin layer of stratified epithelium, which 
presented a moderate degree of keratinization. The corium showed a decided 
degree of fibrosis and numerous oval areas, which resembled tubercles. The 
tubercles were more proliferative than caseous in type and presented a proliferation 
ot epithelioid cells. There were numerous giant cells of the Langhans type. 
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Lupus Pernio. Presented by Dr. R. E. Barney. 


Mrs. J. B., a woman aged 52, consulted me on Jan. 22, 1941 complaining of 
“lumps” behind the left ear. She stated that she took care of a girl with active 
pulmonary tuberculosis for two months in the fall of 1935. In January 1939 she 
noted about a half-dozen slightly painful and itchy “lumps behind the left ear,” 
The largest of these was the size of a split pea and ulcerated four months later, 
discharging a serous fluid. The lesions were apparently entirely removed by actual 
cautery in May 1939. She noted a recurrence of the process in October 1940, and 
one of these lesions was removed in December. There has been no appreciable 
loss of weight, and there have been no other symptoms which might indicate 
pulmonary involvement. 

There is a dime-sized scar behind the lobule of the left ear. At its border are 
a half-dozen pinhead-sized to glass pinhead-sized firm brown papules. Under 
diascopic pressure the papules are apple jelly color. 

Roentgenograms of the chest and the small bones of the hands and feet showed 
no abnormality. A tuberculin test with a 1 to 100,000 dilution elicited a negative 
reaction. 

Histologic examination of the tissue removed on March 29, 1939 showed a 
loose, rather vascular connective tissue stroma, which was lined by a flattened 
slightly keratinized squamous epithelium. The epithelium was in places lifted off 
the stroma by a small amount of serum and a few lymphocytes. The stroma was 
heavily infiltrated by.lymphocytes and in addition revealed a number of discrete 
and confluent tubercles, which showed no caseation necrosis. These tubercles 
were composed of a collection of epithelioid cells surrounded by a collar of 
lymphocytes, some with and some without giant cells of the Langhans type. 


Boeck’s Sarcoid. Presented by Dr. H. A. Haynes Jr., Akron, Ohio. 


Mrs. H. R., a woman aged 41, has had a slowly enlarging tender lesion on the 
left foot for the past seventeen years. In addition to its being slightly tender, 
shallow fissures develop at times which become secondarily infected. This lesion 
had previously been diagnosed as lupus vulgaris. No response resulted from an 
unknown amount of radiation therapy given several years ago. 

The outer aspect of the left foot presents a sharply circumscribed palm-sized 
oval plaque, consisting of a dull purplish erythematous elevation tending to be 
slightly nodular and firm on palpation. 

A roentgenogram of the chest was essentially normal. Serologic tests for 
syphilis gave negative results. A tuberculin test with a 1 to 10,000 dilution elicited 
a negative reaction. 

Histologic examination showed that the epidermis was covered by a thick 
keratinized layer of squamous epithelium. In the underlying corium there® was 
a fairly clear superficial zone in the papillary region. Beneath this, however, there 
was a large granulomatous process composed of foci of epithelioid cells, which 
were large pleomorphic cells with slightly granular pale pink cytoplasm and large 
oval vacuolated nuclei. Many of these foci of cells were arranged in clumps, 
surrounded by moderate numbers of lymphocytes. Numerous Langhans giant cells 
were found scattered in the tissue. There was very little necrosis in any of these 
foci, but otherwise they showed the characteristics of tuberculoid foci. Consider- 
able fibrosis was found in some parts of the section. 


DISCUSSION OF CASES OF DR. BARNEY AND DR. HAYNES 

Dr. H. A. Haynes Jr., Akron, Ohio: I should like suggestions as to therapy 
of this lesion. I have considered the advisability of surgical excision or possibly 
the use of solid carbon dioxide. 

Dr. Emerson GILLESPIE, Canton, Ohio: I should think excision would be 
good treatment, as considerable roentgenotherapy has not affected the disease. 

Dr. Hat E. Freeman: I have had occasion to treat several patients with 
similar lesions in this location by cautery and curettage, rubbing into the curetted 
area potassium permanganate crystals. The results have been satisfactory. 
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Dr. E. W. NetHerton: I favor Dr. Gillespie’s suggestion. The lesion is 
freely movable, and I think a surgeon could excise it. By placing a full skin 
graft over the wound a good result could be expected. 

Dr. I. L. ScHonsBerG: I think the patient with the lesions back of the ear has 
lupus vulgaris rather than lupus pernio. 

Dr. J. R. Driver: In regard to Dr. Freeman’s remarks about curettage and 
potassium permanganate, I believe this treatment is usually used for lupus vulgaris. 
In this case, however, the condition is sarcoid, which is entirely different. I do 
not believe curettage and potassium permanganate would be indicated. My asso- 
ciates and I have had good results in cases of Boeck’s sarcoid by the use of 
acetarsone (acetylaminohydroxyphenylarsonic acid). The dose is 0.25 Gm. twice 
daily by mouth. I highly recommend its use. 

Dr. R. E. Barney: I agree that one should consider a diagnosis of lupus 
vulgaris in the patient with the lesions behind the ear, but one must also 
remember that in cases of sarcoid diascopic pressure may also reveal apple jelly 
nodules. The striking feature in the section was the dilatation of the superficial 
capillaries. This differentiates lupus pernio of Besnier from sarcoid of Boeck. 
That is why I presented the case as one of lupus pernio. 


Lupus Erythematosus Disseminatus. Presented by Dr. I. L. ScHonserc. 

R. M., a woman aged 28, has had a recurrent eruption on the nose, forearms 
and hands for the past two years. She has noted that flare-ups were accompanied 
by pain in the joints. The eruption developed suddenly, and there has been no 
seasonal variation. 

On the right side of the bridge of the nose there is a nickel-sized patch of 
erythema, sharply demarcated and covered with an adherent scale. There are 
violaceous erythematous patches present on the palmar surfaces of the fingers. 
On close examination fine keratotic plugs may be seen. There is an erythematous 
scaly patch on the right elbow. 

Examination of the chest showed no abnormality. A search for foci of infec- 
tion, including examination of the teeth and the tonsils, has been fruitless. 

The hemogram, with the exception of a slight degree of secondary anemia, was 
essentially normal. 

Treatment has consisted of intramuscular injections of a bismuth compound 
and intravenous injections of gold and sodium thiosulfate. The application of 
solid carbon dioxide to the nose and the administration of vitamins and quinine 
by mouth have also been tried. Because of the poor response to this therapy, 
other therapeutic suggestions are requested. 


DISCUSSION 

Dr. H. A. Haynes Jr., Akron, Ohio: I should like to recommend the use of 
bismarsen. About three months ago this was suggested to me by Dr. Carroll 
Wright. Since then I have had 4 or 5 patients with chronic lupus erythematosus. 
One had had the eruption for twenty years and had been treated with gold and 
bismuth compounds. I administered bismarsen, and within three months he had 
cleared up. The same results were obtained in several patients in whom the 
duration of the disease was not so long. I do not know how this therapy would 
work in a case of the disseminated type, but it would be worth trying. 

Dr. J. R. Driver: I should like to ask what the leukocyte count was in this 
case. I believe gold therapy is definitely contraindicated for this patient. Com- 
parable, and perhaps better, results have been achieved with bismarsen by Wright 
and Weiss. Bismarsen would be my choice of method of treatment for Dr. 
Schonberg's patient. 

Dr. C. L. Cummer: Dr. Richard Weiss spoke most enthusiastically about the 
use of bismarsen at the Chicago meeting of the American Academy of Dermatology 


and Syphilology. 
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Dr. R. E. Barney: I do not think this condition is the type of lupus erythema- 
tosus which is usually thought of as disseminated. There seem to be no constitu- 
tional symptoms. It is more of the subacute type, and I think it should be 
classified as a chilblain lupus of Hutchinson. 


Dr. I. L. ScHonsperc: There seems to be considerable confusion in regard to 
classification. Articles in journals of internal medicine do not classify lupus as 
acute or subacute, but if there are lesions elsewhere than on the face the condition 
is called disseminate. With associated pains in the joints they are considered as 
a generalized toxic eruption, and it was on that point that I made the diagnosis. 
The leukocyte count was between 8,000 and 9,000. Leukopenia has never been 
present. 

I have been following this patient for possibly two years. The condition started 
with a lesion on the nose and also a few superficial purpuric lesions on the palmar 
surfaces. She also complained of pains in the joints, and I sent her back to her 
family physician, who examined her thoroughly. There was no evidence of 
arthritis, and examination of her chest showed nothing abnormal. She then 
received quinine bisulfate and the condition seemed to clear. However, she had a 
recurrence and did not again improve with quinine therapy; so I gave her some 
injections of a bismuth compound. Then she had another recurrence. With the 
third recurrence I started to give her small doses of a gold compound and she 
seemed to improve. The lesions on the palms disappeared and a discoid plaque 
was left on the nose; the latter lesion was treated with solid carbon dioxide and 
disappeared entirely. She remained clear for a few months but recently has come 
back with more extensive lesions on the nose and palms. She has pain in the 
joints with each exacerbation. 


A Case for Diagnosis (Ulerythema Ophryogenes?). Presented by Dkr. 
FraNK M. McDonatp, Akron, Ohio. 


R. F., a woman aged 33, was seen on Aug. 21, 1940 because of an eruption 
on the eyebrows of seven years’ duration. Ten years previously a rash appeared 
behind the ears and on the scalp. Five years previously after the use of oint- 
ments and sun lamp treatments the eruption on the eyebrows disappeared without 
scarring or loss of hair. Six months later it reappeared without apparent reason. 
Home remedies were ineffective, as were five roentgen ray treatments. Con- 
tactants as an etiologic factor had been carefully investigated from time to time. 
Pruritus has been present in varying degrees most of the time, but no cause has 
been found. 

She complained of occasional vertigo for one year, headaches at weekly intervals 
for five years, nocturia for six months and a discharge from the vagina for fifteen 
years. 

The eyebrows present a diffuse dull red moderately edematous and slightly 
atrophic fine scaling eruption, with sharply defined borders. There is some fol- 
licular prominence. There is considerable loss of hair. The scalp shows slight 
diffuse scaling. Between the toes there are moderate scaling and maceration. 

The hemogram and the urine were normal. The Kahn test of the blood gave 
a negative result. The basal metabolic rate was +24 per cent. Ascorbic acid 
levels in the blood were within normal limits on two occasions. A biophotometric 
test for vitamin A showed a decided deficiency. 

Histologic examination showed that the epithelium was moderately atrophic. 
There was slight intercellular edema. The rete pegs were flattened out completely, 
and the subepithelial stroma showed hyalinization. The blood vessels of the corium 
exhibited perivascular small round cell infiltration. 

Treatment with 5 per cent precipitated sulfur and 5 per cent resorcinol in 
hydrous wool fat and petrolatum for ten weeks resulted in lessening of inflamma- 
tion in the first week and then was ineffective. Five roentgen ray treatments were 
of little or no value. Two months ago plain petrolatum was substituted for the 
ointment, and vitamin A was administered in doses of 30,000 units daily. Two 
weeks ago the dose was increased to 90,000 units daily. Thus far there has been no 
appreciable improvement. 
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DISCUSSION 

Dr. M. J. Grpans, Akron, Ohio: I saw this patient about five months ago. 
At that time the eruption was much as it is today, except that it was bright red. 
She had the same edema, scaling and alopecia. Various medicaments, including 
vitamin therapy, have been ineffective. I believe this case is one of ulerythema 
ophryogenes. 

Dr. H. J. ParkuHuRST, Toledo, Ohio: I agree with Dr. Gibans’ diagnosis, but 
wonder whether the condition might not correspond to sycosis vulgaris. 

Dr. EMERSON GILLESPIE, Canton, Ohio: I regard this condition as sycosis 
vulgaris and should treat it with chlorhydroxyquinoline ointment. If it did not 
respond to that, I should employ sulfathiazole. 

Dr. Huco HEcut (by invitation): I recommend a thorough trial of roentgen 
therapy. This condition is an infection related to sycosis. 

Dr. E. W. NetHerTON: I should like to ask whether there have been any 
pustules in the eyebrows. The patient stated that in the past she had had an 
extensive involvement of the scalp of a pustular type that caused loss of hair. 

Dr. M. J. Grpans, Akron, Ohio: At the beginning there were some tiny 
pustules or papules; it was impossible for me to determine which type they were. 

Dr. FRANK M. McDona.tp, Akron, Ohio: When I first saw this patient, I had 
the impression that she was suffering from contact dermatitis, because of localiza- 
tion to the eyebrows. Now, however, I feel that this diagnosis can be ruled out 
in favor of some type of infection. I have never observed any pustules. Histolog- 
ically and clinically I believe psoriasis can be ruled out. As I have been unable 
to arrive at a definite diagnosis, it has been difficult to know what to do in the 
way of treatment. The reason vitamin A therapy was given is that a lack of this 
vitamin is the only significant observation I have been able to make from the 
laboratory standpoint. 


Multiple Idiopathic Hemorrhagic Sarcoma (Kaposi). Presented by Dr. 
E. W. NETHERTON and Dr. G. H. Curtis. 


S. F., a man aged 65, has been having light red to reddish brown nodules and 
plaques on the feet, lower portions of the legs, arms and hands for the past year 
and one half. He has lost 25 pounds (11.5 Kg.) in weight during the last six 
months, The lesions have been accompanied by swelling of the legs and feet and 
a burning sensation in the lower extremities, which has been so intense as to 
require sedation. He has 5 children living and well and has always been in good 
health until June 1940, when he had pneumonia, from which he has not completely 
recovered. 

The first lesions appeared as bluish red spots on the dorsal surfaces of the 
hands and on the ankles and feet. They have continued to enlarge, and new ones 
have appeared from time to time. The lesions have become more numerous during 
the past six months, while the old lesions have enlarged considerably. 

The general physical examination showed normal conditions, except for the 
cutaneous lesions and a dulness to percussion over the lower half of the right side 
of the chest, both anteriorly and posteriorly. The breath sounds were absent in 
these areas and tactile fremitus was diminished. 

There are numerous pea-sized to almond-sized reddish brown to violaceous 
nodules scattered over the lower portions of the legs and on the dorsa of the feet. 
There are irregular, rounded, coin-sized or larger, brownish to violaceous, smooth, 
infiltrated plaques on the dorsa of the hands, on the fingers, on the arms and 
scattered over the legs between the knees and the ankles. There is one well 
demarcated large infiltrated brown plaque involving the right instep and two 
thirds of the left sole. Both legs and feet are edematous and the edema did not 
disappear when the patient remained in a recumbent position for many hours. 

Roentgenograms of the chest showed increased density of the right lateral wall 
it the base. It was the belief of the roentgenologist that this density was 
thickened pleura. 
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The hemogram and the urine were normal. The serologic tests for syphilis 
gave negative results. 

Histologic examination of tissue removed from three lesions showed essentially 
the same changes. The epidermis was thinned, owing to the changes in the corium, 
which had obliterated the interpapillary pegs. There was a thin layer of hyper- 
keratosis on the surface of the epithelium. The prickle cell layer was normal, 

















Multiple idiopathic hemorrhagic sarcoma (Kaposi). 


and the basal layer remained intact. In an early lesion there was marked edema 
in the papillary and subpapillary areas. The edema extended throughout this sec- 
tion. The more noteworthy changes were seen in the midportion and in the 
deeper portion of the corium. In certain areas newly formed blood vessels sur- 
rounded by a cellular infiltration consisting of lymphocytes, spindle-shaped cells, 
fibroblasts and a few plasma cells were numerous. Some areas consisted almost 
entirely of round cell infiltration mainly composed of small lymphocytes and a few 
plasma cells. In other areas there were numerous fibroblasts and spindle cells 
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The endothelium of the blood vessels was hypertrophied, and in places there was 
hyperplasia of the endothelium. There were numerous small interstitial hemor- 
rhages throughout the corium. In a few areas an inconspicuous brownish pigment 
could be seen. In the section taken from the plaque on the wrist the changes 
were similar to those seen in the earlier lesions. However, the deposit was deeper 
in the cutis, and in this lesion the areas of small round cell infiltration were distinct 
and more numerous than in the early lesions on the leg. The areas of spindle 
cells were not as numerous in this section. In an older lesion, where there had 
apparently been a partial spontaneous involution, the epidermis was very thin and 
the edema in the upper part of the corium was not conspicuous. There was also 
definite fibrosis, and the blood vessels were not so numerous as in the other sec- 
tion. There were, however, small areas of round cell infiltration, proliferation of 
the blood vessels, small areas of hemorrhage and also areas of infiltration con- 
sisting of spindle cells, fibroblasts and small round cells scattered throughout the 
deeper portion of the corium. 





sre dommes nemo 





Book Reviews 


Scabies—Civil and Military. By Reuben Friedman, M.D. Price, $3.00. Pp. 
288. New York: Froben Press, 1941. 


This volume contains much of interest concerning scabies and a great deal of 
information which is not usually found in a single text. The historical data con- 
cerning acarus infestation, the biblical references and the progress made in the 
discovery of the cause and treatment of this disease are read with interest. A large 
part of the treatise is too much beleaguered with ponderous statistics, charts and 
complications to prove easy reading, but as a source of reference these pages are 
valuable. 

Approximately one fourth of the book deals with scabies as it affects civil 
life; an equal portion discusses the “Mite of Scabies Versus the Might of the 
Army.” The loss of “man-fighting-days” that may resvlt from scabies infesta- 
tion has always been a potent factor in army history; this scourge has plagued the 
hosts of Alexander, caused sleepless nights in the camps of Napoleon and is still 
reducing army efficiency today. 

There is much practical information in the section devoted to prevention and 
therapy. One chapter is given to the description of sulfur-containing remedies 
and another to nonsulfur agents. 

Coming as it does, when a large number of soldiers are again being gathered 
into military camps, the book is timely and appropriate, calling attention to a dis- 
ease which was responsible for six and twenty-nine hundredths of every thousand 
days lost from all causes in the Allied Forces in the World War. 





News and Comment 


THE AMERICAN BOARD OF DERMATOLOGY 
AND SYPHILOLOGY 
A written examination will be given by the American Board of Dermatology 
and Syphilology on Nov. 3, 1941, and an oral examination, on December 12 and 13. 
Applications for the former should be in the hands of the Secretary, Dr. C. Guy 
Lane, 416 Marlborough Street, Boston, by September 23, and for the latter, by 
November 8. 


APPOINTMENT OF DR. FRANK C. COMBES 


Dr. Frank C. Combes has been appointed professor of dermatology and syph- 
ilology, New York University, College of Medicine. 





Directory of Dermatologic Societies * 


INTERNATIONAL 


TENTH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 
Oliver S. Ormsby, President, 25 E. Washington St., Chicago. 
Paul A. O’Leary, Secretary-General, 102-2d Ave. S. W., Rochester, Minn. 
Place: New York. Time: Postponed indefinitely. 


Pan AMERICAN MEDICAL ASSOCIATION, SECTION OF DERMATOLOGY 
AND SYPHILOLOGY 
Elmore B. Tauber, President, 19 W. 7th St., Cincinnati. 
Austin W. Cheever, Secretary, 464 Beacon St., Boston. 
Place: Buenos Aires, Argentina. Time: August 1941. 


FOREIGN 


3RITISH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 
L. P. Ereaux, President, 1390 Sherbrooke St. W., Montreal. 
F. E. Cormia, Secretary-Treasurer, 2068 Sherbrooke St. W., Montreal. 


Royal Society OF MEDICINE, SECTION OF DERMATOLOGY 


H. W. Barber, President, 7 Devonshire Pl., London, W. 1, England. 
Louis Forman, Secretary, 7 Devonshire P1., London, W. 1, England. 


NATIONAL 


AMERICAN Mepicat ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 
C. F. Lehmann, Chairman, 705 E. Huston St., San Antonio, Texas. 
Nelson P. Anderson, Secretary, 2007 Wilshire Blvd., Los Angeles. 
Place: Atlantic City. 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY 
Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
Earl D. Osborne, Secretary, 471 Delaware Ave., Buffalo, N. Y. 
Place: Waldorf-Astoria, New York. Time: Dec. 14-18, 1941. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY 


Howard Fox, President, 140 E. 54th St., New York. 
C. Guy Lane, Secretary-Treasurer, 416 Marlborough St., Boston. 


AMERICAN DERMATOLOGICAL ASSOCIATION 


William H. Guy, President, 500 Penn Ave., Pittsburgh. 
Harry R. Foerster, Secretary, 208 E. Wisconsin Ave., Milwaukee. 


Society FoR INVESTIGATIVE DERMATOLOGY 
Bedford Shelmire, President, 1719 Pacific Ave., Dallas, Texas. 
S. W. Becker, Secretary, University of Chicago, Department of Medicine, Chicago. 
Place: Cleveland. 


* Secretaries of dermatologic societies are requested to furnish the information 
necessary for the editor to make this list complete and to keep it up to date. 


143 














144 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


SECTIONAL 


CENTRAL STATES DERMATOLOGICAL ASSOCIATION 

Elmore B. Tauber, President, 19 W. 7th St., Cincinnati. 

Lawrence C. Goldberg, Secretary-Treasurer, 623 Doctors Bldg., Cincinnati. 
MISSISSIPPI VALLEY DERMATOLOGICAL SOCIETY 


Elmore B. Tauber, President, 19 W. 7th St., Cincinnati. 
Lawrence C. Goldberg, Secretary-Treasurer, 623 Doctors Bldg., Cincinnati. 


Place: Chicago. 
New ENGLAND DERMATOLOGICAL SOCIETY 


J. Harper Blaisdell, President, 83 Marlborough St., Boston. 

Bernard Appel, Secretary, 483 Beacon St., Boston. 

Place: Massachusetts General Hospital, Boston. Time: Feb. 12, 1941. 
NorTHERN NEW JERSEY DERMATOLOGICAL SOCIETY 


S. Oleynick, President, 31 Lincoln Pk., Newark. 
C. C. Carpenter, Secretary, 129 Summit Ave., Summit. 
Place: Academy of Medicine of Northern New Jersey, Newark. Time: Third 

Tuesday of March, April, October and December. 

SOUTHEASTERN DERMATOLOGICAL ASSOCIATION 
Howard King, Chairman, 328 Doctors Bldg., Nashville, Tenn. 
J. Lamar Callaway, Secretary, Duke Hospital, Durham, N. C. 
SOUTHERN MEDICAL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Howard Hailey, Chairman, 107 Doctors Bldg., Atlanta, Ga. 
John H. Lamb, Secretary, 117 N. Broadway, Oklahoma City. 


STATE 
CALIFORNIA MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 
H. J. Templeton, Chairman, 3115 Webster St., Oakland. 
Frances Torrey, Secretary, 123 Pemberton Pl., San Francisco. 
Connecticut STaTE Mepicat Society, SECTION ON DERMATOLOGY 
Ralph E. McDonnell, Chairman, 158 Whitney Ave., New Haven. 
Louis O’Brasky, Secretary, 1172 Chapel St., New Haven. 
FLor1pA SoOcIETY OF DERMATOLOGY AND SYPHILOLOGY 
Wiley M. Sams, Chairman, 25 S. E. 2d Ave., Miami. 
Lauren M. Sompayrac, Secretary, 117 W. Duval St., Jacksonville. 
LovIsIANA DERMATOLOGICAL SOCIETY 
M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, 921 Canal St., New Orleans. 
MASSACHUSETTS MeEpIcaAL Society, SECTION ON DERMATOLOGY AND SYPHILOLOGY 
William Boardman, President, 388 Marlborough St., Boston. 
J. H. Swartz, Secretary, 371 Commonwealth Ave., Boston. 
MeEpIcAL SOCIETY OF THE STATE OF NEW York, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


H. Bauckus, Chairman, 89 Bryant St., Buffalo. 
Eugene Traub, Secretary, 140 E. 54th St., New York. 





DIRECTORY 


MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA, SECTION 
ON DERMATOLOGY 


Paul A. Deckard, Chairman, 814 N. 2d St., Harrisburg. 
Bernhard A. Goldmann, Secretary, 500 Penn Ave., Pittsburgh. 


MicHIGAN STATE MEpIcAL Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Frank Menaugh, Chairman, Ford Hospital, Detroit. 
Eugene A. Hand, Secretary, 801 Second National Bank Bldg., Saginaw. 


MINNESOTA DERMATOLOGICAL SOCIETY 


H. E. Mickelson, President, 825 Nicollet Ave., Minneapolis. 
F. W. Lynch, Secretary-Treasurer, 317 Lowry Medical Arts Bldg., St. Paul. 
Time: First Friday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 

John H. Lamb Jr., President, 117 N. Broadway, Oklahoma City. 
Onis G. Hazel, Secretary, 1200 N. Walker, Oklahoma City. 
TEXAS DERMATOLOGICAL SOCIETY 


W. A. Smith, President, 496 Orleans St., Beaumont. 
Duncan O. Poth, Secretary-Treasurer, 414 Navarro St., San Antonio. 


LOCAL 


BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 


M. H. Goodman, President, 420 Medical Arts Bldg., Baltimore. 
Joseph C. Bernstein, Secretary, 1307 N. Calvert St., Baltimore. 
Place: Alternate cities. Time: Third Thursday of each month. 


Bronx DERMATOLOGICAL SOCIETY 
Leo Spiegel, President, 241 W. 100th St., New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 
Time: Fourth Thursday of each month from October to May, inclusive. 
BROOKLYN DERMATOLOGICAL SOCIETY 
S. H. Silvers, President, 920 Bushwick Ave., Brooklyn. 
M. Estrin, Secretary, 61 Eastern Parkway, Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 
BuFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 
Edwin D, Putnam, President, 201 N. Union St., Olean, N. Y. 
James W. Jordon, Secretary, 471 Delaware Ave., Buffalo. 
CENTRAL NEw YorK DERMATOLOGICAL SOCIETY 
Leon H. Griggs, President, 1804 State Tower Bldg., Syracuse. 
Maxwell C, Snider, Secretary, 106 Oak St., Binghamton. 
CHICAGO DERMATOLOGICAL SOCIETY 
Leonard F, Weber, President, 7 W. Madison St., Chicago. 
Michael H. Ebert, Secretary-Treasurer, 25 E. Washington St., Chicago. 


CINCINNATI SOCIETY OF DERMATOLOGY AND SYPHILOLOGY 


Elmore B. Tauber, President, 19 W. 7th St., Cincinnati. 
Lawrence C, Goldberg, Secretary-Treasurer, 623 Doctors Bldg., Cincinnati. 
Place: Cincinnati. Time: First Wednesday of each month, except July, August 


and September. 
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CLEVELAND DERMATOLOGICAL SOCIETY 
Harold N. Cole, President, 1422 Euclid Ave., Cleveland. 
Charles G. La Rocco, Secretary, 669 Rose Bldg., Cleveland. 

Detroit DERMATOLOGICAL SOCIETY 
John H. Cobane, President, 10 Peterboro Ave., Detroit. 
John H. Besancon, Secretary-Treasurer, 1510 Eaton Tower, Detroit. 

Kansas City (Mo.) DERMATOLOGICAL SOCIETY 
C. C. Dennie, President, 1103 Grand Ave., Kansas City. 
Thomas B. Hall, Secretary, 902 Professional Bldg., Kansas City. 
Los ANGELES DERMATOLOGICAL SOCIETY 

Harry C. Lindsay, President, 595 E. Colorado St., Pasadena, Calif. 
Saul S. Robinson, Secretary, 1930 Wilshire Blvd., Los Angeles. 
Time: Second Tuesday of each month, October to May, inclusive. 

MANHATTAN DERMATOLOGIC SOCIETY 
J. Frank Fraser, Chairman, 115 E. 61st St., New York. 
Anthony C. Cipollaro, Secretary, 40 E. 61st St., New York. 

MONTREAL DERMATOLOGICAL SOCIETY 
L. P. Ereaux, President, 1390 Sherbrooke St. W., Montreal, Canada. 
Paul Poirier, Secretary, 456 Sherbrooke St. E., Montreal, Canada. 

New York ACADEMY OF MEDICINE, SECTION OF DERMATOLOGY AND SYPHILIS 

Louis Tulipan, Chairman, 50 Park Ave., New York. 
Timothy J. Riordan, Secretary, 136 E. 64th St., New York. 

New YorK DERMATOLOGICAL SOCIETY 
Edward R. Maloney, President, 136 E. 64th St., New York. 
J. Gardner Hopkins, Secretary-Treasurer, 630 W. 168th St., New York. 

OMAHA DERMATOLOGICAL SOCIETY 
Donald J. Wilson, President, 1113 Medical Arts Bldg., Omaha. 
Leonard J. Owen, Secretary-Treasurer, 954 Stuart Bldg., Lincoln, Neb. 
PHILADELPHIA DERMATOLOGICAL SOCIETY 


Herman Beerman, Chairman, 255 S. 17th St., Philadelphia. 
Donald M. Pillsbury, Secretary, 133 S. 36th St., Philadelphia. 
Time: Third Friday of each month from September to May, inclusive. 


PITTSBURGH DERMATOLOGICAL SOCIETY 


M. W. Rubinstein, President, Medical Bldg., Pittsburgh. 
M. F. Pettler, Secretary, 1319-8th Ave., Beaver Falls, Pa. 
Time: Third Thursday of every month except July and August. 


St. Louts DERMATOLOGICAL SOCIETY 


Martin F. Engman Jr., President, 3720 Washington Blvd., St. Louis. 
Joseph Grindon Jr., Secretary-Treasurer, 4500 Olive St., St. Louis. 
Place: Barnard Free Skin and Cancer Hospital. Time: 2 p. m., second Wednesday 
of each month, 
SAN Francisco DERMATOLOGICAL SOCIETY 
H. V. Allington, President, 3115 Webster St., Oakland, Calif. 
Ervin Epstein, Secretary-Treasurer, 1624 Franklin St., Oakland, Calif. 
Time: Third Friday of February, April, September and November. 














